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In the course of a number of years during which many cases of 
leprosy have been observed, the general impression has grown that 
certain anatomic regions are exempt from leprous lesions. To deter- 
mine the extent to which this general impression was correct, a survey 
of all the patients at the National Leprosarium was undertaken, and 
each of the regions presupposed to show some degree of immunity was 
examined. 

In general, the surfaces of the skin investigated were those in which 
on account of the anatomic conformation some degree of protection is 
afforded from exposure to such irritants as sunlight, heat, cold, pressure 
or other causes tending to produce local hyperemia or erythema. 

The impression prevailing before the survey was made was that the 
circinate lesions of maculo-anesthetic or nerve leprosy would not be 
found to conform in distribution with those of the skin type. The 
investigation, therefore, was limited to the macules, infiltrated patches 
and nodules of skin leprosy. These lesions apparently are caused by 
the presence of far greater numbers of Mycobacterium leprae than 
exist in the macules of nerve leprosy, and it was therefore thought that 
the data obtained from their study would be more valuable in deter- 
mining conditions favorable for the growth of the causative organism. 

The total number of patients examined was 302, but fifty-seven of 
these were entirely free from lesions of the skin and in consequence 
were of no value in establishing the relative immunity of different areas 


* Submitted for publication, March 25, 1929. 

* Read at the Fifty-Second Annual Meeting of the American Dermatological 
Association, San Francisco and Del Monte, Calif., July, 1929. 

* Published with the permission of the Surgeon General of the U. S. Public 
Health Service. 
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of the skin. The remaining 245 patients, however, presented typical 
leprous skin lesions, and the data obtained from these numerous and 
widely distributed lesions make conspicuous the exemption of certain 
regions. The anatomic regions selected for examination and the lesions 
found are listed in the table. In several instances, it will be noted that 
contiguous areas were also examined so that they might be contrasted 
with the immune areas. The dorsal surfaces of the hands contrast with 
the palmar surfaces, and both of these contrast with the interdigital 


Fig. 1—Freedom from nodular lesions in orbital side of nose near inner 
canthus of eye and in nasolabial fold. 


surfaces; the ciliary border contrasts with the upper part of the upper 
eyelid, and the flexor surface of the elbow with the extensor surface. 
The inframammary region in men is also compared with that in women. 


COMMENT 


It will be noted that in all the patients exemption from lesions was 
found in the orbital side of the nose in the concave surface near the 
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inner canthus of the eye (fig. 1). This region is protected by the eleva- 
tion of the surrounding bony structure, and it was interesting to observe 
the massing of lesions on this unprotected area surrounding the immune 
region. It was not unusual to find a sharp line of demarcation separat- 
ing the normal skin from the encircling elevated tumor-like masses. A 
groove or crease extending laterally from the outer canthus was also 
found free in all cases, but the contrast was more marked on the nasal 
than on the outer side of the orbit. 

The ciliary border of the upper eyelids was found involved in fifty 
patients ; in many of these, there was loss of the lashes. In two cases 
only (and in neither of these was the condition well marked), lesions 
were found above the ciliary border on that part of the eyelids near the 
sulcus which is covered when the eyes are open. In advanced active 
cases, when the eyes are open the eyelids appear to be’ uniformly 
involved. In this position, the ciliary border shows, and a fold of 
swollen skin which hangs over the lid gives the lid the appearance of 
being completely involved ; when the eyes are closed and the fold raised 
and stretched, there is often found in fair skinned patients spots of 
normal white skin exactly where the lids were covered when the eyes 
were open. The presence of this immune region is interesting when one 
considers the presumption that during the waking hours, when exposure 
to sunlight, wind, cold, etc., would be most likely to occur, the region is 
protected by being covered. It may be assumed that when the eyes are 
closed and the region exposed, as it is during sleep, the environment is 
such as would not be conducive to irritation. 

The lower lid was involved in forty cases. In comparison with two 
cases in which the covered portion of the upper lid was involved, this 
figure is significant when one considers the fact that no part of the lower 
lid is protected when the eye is open. 

The ear has always been regarded as a favorite site for the develop- 
ment of leprous lesions ; yet it will be seen from the accompanying table 
that no lesions were found in the concha. Even in those cases in which 
all of the more external parts of the ear were found involved to the 
extent of producing great deformity, the concha, in marked contrast, 
remained exempt. The importance of protection as a factor in deter- 
mining immunity seems well illustrated in the concha. 

The region tabulated as posterior inferior auricular includes the 
small, coin-sized area which lies immediately behind and under the 
lobe of the ear. The immunity of this little fossa (figs. 2 and 3) in 
all patients is remarkable when taken into consideration with the fre- 
quency and extent to which the adjacent skin and the lobe of the ear 
were found to be involved. The deduction can be drawn that the lobe 
protects the fossa. 
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Fig. 2.—Absence of nodular lesions in posterior inferior auricular region. 


Fig. 3.—Absence of nodular lesions in posterior inferior auricular region. 
Rare manifestation of nodules within scalp line. 
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The scalp has long been recognized as immune from leprous lesions. 
Exceptional cases have been reported by Morrow, and in our observa- 
tion two exceptions (fig. 3) were found. Both of these instances 
occurred in adult negroes. In both these men, the lesions were found in 
the occipital region and did not extend more than 2 inches (5 cm.) 
above the hair line and seemed to have spread by peripheral extension 
from more pronounced patches of tubercles on the nape of the neck. 


Fig. 4.—Absence of lesions in axilla; no loss of hair. 


In both cases the hair in the invaded region was sparse, and the lesions 
resembled those of dermatitis papillaris capillitii Mycobacterium leprae, 
however, was easily demonstrated in scrapings from the lesions. 

The nasolabial fold (fig. 1) was found normal in all except four 
cases. In the cases in which this crease was not pronounced only a small 
linear area showed immunity, but in no case were lesions found at the 
junction of the wings of the nose and the cheeks. 
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Though it was frequently observed that all the surrounding, less 
protected regions were markedly involved, the axilla (fig. 4) was found 
free in all the patients. 

Fewer cases showed lesions on the anterior cubital fossa than on the 
tip of the elbow (fig. 5), but a much more striking illustration of the 
relative immunity of protected areas was found in the degree to which 
the lesions develop. Those found on the flexor surface were usually 


Fig. 5—Fewer nodules in the protected anterior cubital fossa (left arm) as 
compared with the tip of the elbow (right arm). 


flat, while those on the extensor surface frequently formed large tumor 
masses. 

The dorsal surface of the hands presented lesions in ninety-five 
cases, and the palmar surface, in seventeen. It must be admitted that 
the incidence of lesions on the palms in as many as seventeen cases was 
greater than was expected and differs from the observations of most 
investigators... The observations, however, were confirmed _bac- 


1. Rogers, Leonard; and Muir, Ernest: Leprosy, New York, William Wood 
& Company, 1925, p. 200. 
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7—Freedom from lesions in crural region. 
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teriologically in fifteen of the cases showing palmar lesions. The 
remaining two showed arsenical keratoses on the palms, and bacilli 
could not be found in the lesions. 

The interdigital spaces (fig. 6) were normal in all cases. As a result 
of the swelling of the hands, which frequently occurs in skin leprosy, 
the opposing surfaces of the digits are brought more closely in contact 
than would occur in a normal hand. This effect is augmented by loss 


Fig. 8.—Relative immunity from nodular lesions over spine and sacrum. 


of motion and results in almost complete protection for these surfaces. 
A striking contrast was found between the discolored tumefied masses 
on the dorsal surfaces and the white normal skin on the lateral aspects of 
the fingers. 

A surprisingly large number of patients presented lesions on the 
soles. It is also surprising that the number of patients presenting plantar 
lesions should approximate so closely the number in which involvement 
of the palms occurred. 


= 

| 
| 


HOPKINS ET AL—SKIN LEPROSY 775 


The lesions in the inframammary region are tabulated separately for 
men and women. It is shown that forty-eight men presented lesions in 
this area, while among the women no lesions were recorded. During 
the survey, an impression was also produced that when in men an 
inframammary fold existed, there was less probability of finding lesions 
than when such a fold did not exist. 


Fig. 9.—“V” shaped area of exemption extending upward from the sternum, 
curiously located immediately under the neck band of the undershirt. 


It is thought that the exemption of the crural region (fig. 7) and 
the perineum in all cases follows the general rule of immunity in pro- 
tected areas. 

The skin surface along the border of the sternomastoid muscle, the 
belt girdle, the anterior and posterior (fig. 8) median lines of the trunk, 
the sacral region and the popliteal space showed varying degrees of 
immunity. In a few cases these areas were remarkably free, as com- 
pared with the involvement of the surrounding parts. The degree of 
immunity appeared proportionate to the depth of the groove or depres- 
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sion presented by the area. An instance is shown of a man with an 
unusually deep groove over the vertebral column extending the entire 
length of the dorsal and lumbar spine (fig. 8). It will be noted that the 
back presented almost confluent lesions, which involved all the surface 
except the groove. 

Other skin surfaces (not tabulated) exhibited, it is thought, varying 
degrees of immunity. The scrotum and penis showed exemption as did 


Fig. 10.—Freedom from nodular lesions over depression in the gluteal region. 


also, but to a much less marked degree, the supraclavicular fossa (fig. 9) 
and the depression in the gluteal region (fig. 10). 

It was also noted that nodules exhibited a predilection for the hands 
and face in marked contrast to a relative immunity found in parts of 
the body covered by clothing. This observation is in accord with the 
accepted view of Hutchinson. The macular lesions of the skin type of 
leprosy did not, however, follow the same rule in regard to distribution 
but, with the exception of immune areas, were found to occur with 
great frequency on the trunk and limbs. 
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SUMMARY 


A survey of 302 lepers disclosed the fact that there are anatomic 
regions in which the macules, infiltrated patches and nodules of skin 
leprosy rarely, if ever, occurred. These areas are among those which 
are less exposed to irritation from such sources as sunlight, heat, cold, 
pressure, friction and other causes tending to produce local hyperemia 
or erythema. The regions found to be immune in all patients were the 
posterior inferior auricular area, the concha, the orbital side of the nose, 


Summary of Anatomic Regions Examined for Skin Leprosy 
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the lateral palpebral area external to the outer canthus, the axilla, the 
inframammary fold in women, the interdigital surfaces and_ the 
perineum. The scalp, nasolabial fold and the sulcus of the upper eyelid 
were found involved in only two, four and two cases, respectively. 

Immunity in these regions is emphasized by comparison with the 
involvement of adjacent areas. 

In the distribution of the lesions of skin leprosy, the regions enu- 
merated may be considered of diagnostic importance. 

Because of the absence of lesions in regions protected from external 
irritants, it may be inferred that in these areas conditions are not favor- 
able to the growth of the causative organism. 
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ABSTRACT OF DISCUSSION 


Dr. Howarp Fox, New York: This exposition of Dr. Hopkins’ showing 
the areas in which one fails to find leprosy is certainly interesting. In New York 
we always have cases of leprosy, and a good many of us have had considerable 
experience with them. Aside from the absence of lesions on the palms and scalp, 
I think that the noninvolvement of the other areas is new to us. From the diagnostic 
standpoint I do not think that this is of much value, as in all the cases the diagnosis 
is evident. It would be interesting to hear Dr. Jadassohn’s views as to whether 
the protection offered by the part is responsible for the absence of lesions in the 
areas shown. 

Dr. Upo J. Wire, Ann Arbor, Mich.: Within the last two years I have 
observed two or three cases of nodular leprosy, which bear indirectly on this 
problem and also on the problem of local immunity which was brought out this 
morning by Professor Jadassohn. In the first case, one of nedular leprosy, an 
enormous number of bacilli were found quite by accident in the normal skin at 
places remote from the lesions. In the second case lepra bacilli were looked for 
in normal skin, and it was found that at no place at which a biopsy could be 
made was it possible to find skin which was free from bacilli. I sent sections ° 
of this material to our president and to several others who previously had not 
noticed this phenomenon. I have known that bacilli existed just immediately 
outside of leprous lesions, but did not know that they existed in apparently 
normal skin all over the body. The phenomenon speaks for a striking degree 
of tissue immunity and pathologic insult in the presence of an extremely large 
number of infective organisms. 


Dr. Jerrrey C. Micuaer, Houston, Texas: I was especially interested in 
this presentation because of a recent visit to Carville. While I was there, 
Dr. Denney showed me some patients exemplifying the points brought out by 
the essayists. The attending ophthalmologists at the institution told me of some 
interesting pathologic manifestations in lesions of the eye in leprosy. As you 
know, ocular invasion is frequent in late leprosy, nearly all the patients with 
advanced forms of the disease going blind. But in autopsies in early cases, it 
was found that often a collection of lepra bacilli was found about the canal oi 
Schlemm without any reaction of the surrounding tissue. Apparently these 
organisms remained for years at this site without producing ocular manifesta- 
tions of the disease. As Dr. Hopkins advanced the supposition that actinic 
effects may account for the sparing of some cutaneous areas, I remembered what 
had been told me about the eye and wondered if this could be correlated with the 
actinic supposition. 

Dr. StcmuND Po.uitzerR, New York: I only wish to mention the fact that 
in 1889 I published a report of my finding lepra bacilli in the apparently normal 
skin of lepers. 

Dr. Frep Wise, New York: The interpretation of these phenomena must 
be made with great caution and circumspection. I would remind you that in 
infantile eczema there is an area of immunity in the nasolabial region. I also 
have seen widespread urticaria pigmentosa in which the spinal region was exempted 
and remained free from the eruption. 

Dr. Ratpn Hopkins: In answer to Dr. Wile, we often find apparently 
normal skin containing lepra bacilli. No satisfactory explanation has been offered 
up to the present. I have thought that in some of these cases in which the bacilli 
were found there may have existed at some previous time lesions which were 
faint enough not to have left the usual scars and atrophy. 
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Replying to Dr. Michael, I believe that in the United States eye complications 
unfortunately are much more frequent than they are in any other part of the 
world. That also is an unexplained phenomenon. 

Replying to Dr. Wise, we have always found the nasolabial fold normal in 


our cases. 

I wish to repeat that the observations made with our patients did not include 
the lesions that were not nodular or that did not show easily infiltrated patches. 
They were lesions of skin leprosy and not the skin lesions of nerve leprosy. It 
will be found that the lesions of nerve leprosy have invaded the areas that have 
been immune in our patients. 
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ERYTHROCYANOSIS CUTIS SYMMETRICA; ANGIO- 
NEUROSIS ENDOCRINOPATHICA 
POLYGLANDULARIS * 


E. V. KISTIAKOVSKY, M.D. 
KIEV, UKRAINE 


In his survey, Wolf * examined works on the variations of diseases. 
He gave a long list of diseases, the clinical pictures of which vary in 
intensity or in frequency (typhoid, diphtheria, etc.) so as almost to dis- 
appear or, on the contrary, to present a new nosologic entity. 

Among these newly appeared diseases Wolf mentioned erytheme des 
jambes, which, according to him, was first described in 1924 in Denmark 
by Wendel, and which has not yet attracted the attention of physicians. 

Wolf’s statements need certain corrections. Thibierge,? on the one 
hand, noted that he had a clear perception of this disease as early as 
1896; during the last ten years, on the other hand, dermatologists— 
mostly those from the northern countries—have noted a peculiar disease, 
the chief characteristics of which are a slight swelling and a bluish- 
pink tint of the skin of the limbs (mostly the legs) of young girls and 
women. 

Works on this disease appeared under different titles: l’oedéme 
asphyxique symmeétrique des jambes chez les jeunes filles lymphatiques 
(Thibierge), l’oedéme strumeux (Balzer), chronic indurative erythema 
of the legs (Parkes-Weber), persistent erythema of an erythromelalgic 
type (Meachen), chronic erythema of the legs (Kaufmann), 
lerythrocyanose  susmaleollaire (Juster), J infiltration erythémo- 
cyanotique (Darier), l’adiposité cyanotique des jambes (Milian), 
erythrocyanosis cutis symmetrica (Bolte), Frostschaden (Klingmiller), 
erythrocyanosis crurum puellaris (Alexander). These terms show the 
different views of the authors on the etiology, pathologic. anatomy, 
clinical picture and localization of the erythrocyanosis. 

Since 1927, I have observed many cases, but I recorded notes of 
only thirteen in women and one in a man. Several women applied to 
me complaining of erythrocyanosis; others paid no attention to it or 
even did not suspect its presence and came to me because of other 
intercurrent diseases. 


* Submitted for publication, Feb. 11, 1929. 

1. Wolf: Les variations des maladies dans leur fréquence et leur aspect, 
Presse méd. 35:483, 1927. 

2. Thibierge, in discussion of Juster: Bull. Soc. frang. de dermat. et syph., 
April, 1926, p. 347. 


KISTIAKOVSKY—ERYTHROCYANOSIS 


REPORT OF CASES 


Case 1.—G., a teacher, born in 1905, observed the first symptoms of erythro- 
cyanosis soon after the beginning of her menses in 1922. The economic condition 
of her life from 1918 to 1923 was difficult. 

Examination in May, 1927, showed the girl to be delicately built and moder- 
ately nourished; the thyrotd gland was enlarged and soft. 

On the sound skin of both legs, sharply defined, black-pink to violet-purple 
areas were noted. The intensity of coloration was not constant in individual 
spots; it altered visibly under continuous observation. These spots were irregular 
in shape, varied in size from that of a child’s palm to that of two men’s palms, 
were situated more or less symmetrically and occupied about two thirds of the 
surface of the legs; the edges were not sharply delimited from the adjacent sound 
skin. The skin of the colored places was cold to the touch, was thicker than 
normal skin and creased with difficulty, but on pressing with the finger no hollow 
was formed; when the finger was lifted, the color was restored. 

The same alterations were observed in the skin of the loins, the buttocks and 
the extending surface of the shoulders, the color of the latter merging into a 
bluish purple. The feet, hands and arms were bluish pink. 

On the colored skin of the legs and backs of the hands there were sharply 
defined yellow-red (cinnabar red) spots, varying in size from that of a lentil 
seed to that of half a pea, of rather regular roundish shape. The chief charac- 
teristic was their short duration; they rapidly formed in one place, increased in 
size, sometimes united with each other, disappeared in from two to three minutes 
and reappeared in another place. On the tinted skin of the legs, loins and 
shoulders, I found brown-red nodules of lichen (keratosis) pilaris, about 2 or 3 
mm. in diameter. 

The patient complained of numbness in the parts affected. The symptoms of 
the disease did not change with the season. 


Capillaroscopy.—I give here the most important data obtained in 
the capillaroscopic investigation : 

1. There was a strongly colored area on the inner side of the 
upper third of the right leg with a red-pink background; it varied in 
intensity, becoming paler or darker; numerous. capillaries were present 
in the papillary layer; nearly all the venous loops were aneurysmally 
enlarged ; I could see broad vessels of the subpapillary layer. 

2. The blue-purple area on the back of the middle third of the left 
leg had a yellow-pink background; capillaries were abundant in the 
papillary layer, aneurysmally enlarged; there was an unusually great 
number of large vessels in the subpapillary layer (fig. 1). 

3. The edge of the red-blue area on the inner part of the lower 
third of the left leg showed many capillaries, some of them aneurysmally 
enlarged and others lengthened, and an intermittent blood current due 
to the rapid partial contraction of the capillaries’ walls and a correspond- 
ing narrowing of the diameters; a few vessels were found in the sub- 
papillary layer (fig. 2). 
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4. There was a slightly red area on the outer part of the upper 
third of the left loin; the background was gray-yellow; the capillaries 
were aneurysmally enlarged; many large vessels were seen in the sub- 
papillary layer. 


Fig. 1 (case 1).—Abundant and aneurysmally enlarged capillaries of the papil- 
lary layer; subpapillary vessels abnormally numerous and large. 


Fig. 2 (case 1).—Area similar to that in figure 1. 


5. For comparison with the preceding data, an area of sound skin 
from the same part was examined ; the capillaries were slightly enlarged ; 
no vessels were visible in the subpapillary layer (fig. 3). 
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6. There was a blue-pink area on the inner edge of the right 
foot nearer to the tibia; with many capillaries and some aneurysms ; 
a few vessels were present in the subpapillary layer. 

7. A blue-red area in the extending part of the middle third of the 
left shoulder showed many small capillaries with aneurysms, and a great 
number of vessels in the subpapillary layer. 

8. At the nail edge of the fourth finger of the left hand, lengthened 
capillaries of neurasthenic type were noted (fig. 4). 


Case 2.—T., a teacher, born in 1899, whose menses began in 1912, noticed the 
first symptoms of erythrocyanosis in 1914. The conditions of her life had always 
been unfavorable. She had lived since childhood in an extremely cold lodging; 
since 1919 she had had little food and had done much brain work; from 1922 to 


Fig. 3 (case 1).—Sound skin. 


1924 the menses had been absent, and the phenomena of erythrocyanosis had 
increased, 

When examined in May, 1927, the patient was of delicate build and poorly 
nourished ; the visible mucus was pale; the thyroid gland was enlarged and soft. 

The tint of the skin was so extraordinary that at first sight the patient 
appeared to have an innate vitium cordus (cor biatriatum monoventriculare- 
morbus coeruleus Roger), or to be poisoned by aniline, pyridine or some other 
substance. The skin of the face was bluish red, slightly scaly and itching; the 
skin on the hands and feet was violet-red. The thickish skin of the upper and 
lower limbs was mostly blue-purple, normal skin appearing in strips and spots. 
Cinnabar red spots were present on the legs and backs of the hands; sharply 
expressed lichen pilaris was also noted. 

The phenomena of erythrocyanosis did not disappear in summer, and increased 
owing to cold in winter and on mental agitation. The patient complained of 
numbness and pricking in the skin and cramps in the muscles. In order to inves- 


= 
\ 
SRN 
§ 


784 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


tigate the reaction to the cold, I directed a spray of cold water on the patient's 
hand and arm. In a few minutes, the blue tint of the skin became bright red, 
owing to the paralysis and broadening of the arterial capillaries. 

Case 3.—C., a Czech, a housewife, born in 1906, came to Russia to live in 
1925. At home, her clothes had been warm and conditions favorable. When she 
came to Russia her nourishment was poor, and she wore lighter and more fash- 
ionable clothes. Menses began in 1922 and were regular at first; since 1924 they 
had been irregular, and simultaneously she had observed symptoms of erythro- 
cyanosis, feeling an unpleasant numbness and itching. 

Examination in August, 1927, disclosed that the patient was tall, of robust 
build and moderately nourished; the thyroid gland was visibly enlarged and soft. 
There was a typical picture of erythrocyanosis in the lower half of both legs. 
Capillaries of the thickness of a hair were visible to the naked eye. The lower 
margin of the colored part was sharply limited by the intercondylar line, corre- 


Fig. 4 (case 1).—Lengthened capillaries at nail edge of fourth finger. 


sponding to the upper rim of the shoe. The upper half of the legs and the lower 
inner surface of the loins were covered by isolated blue-pink spots. 

Capillaroscopy gave the same result as in the first case, the only difference 
being that in the capillary layer the number of the capillaries and the size of the 
aneurysms were greater, and in the subpapillary layer the broadening of the 
vessels was more marked (fig. 5). 

Case 4.—R., a Jewish schoolgirl, born in 1911, observed symptoms of erythro- 
cyanosis simultaneously with the beginning of menses in 1925. 

Examination in October, 1927, disclosed that the girl was of robust build and 
well nourished; the thyroid gland was enlarged and soft. 

She presented a typical picture of erythrocyanosis (case 1). There were 
cinnabar spots on the backs of the hands and lichen pilaris. She complained of 
itching. When cold water was applied, the cinnabar spots were more prominent 
on a pinkish background. The capillaroscopic picture was the same as in case 3 


(fig. 6). 
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Detailed investigation of the cinnabar spots revealed numerous papillary capil- 
laries of nearly normal shape and size; there were extremely few aneurysms; the 
subpapillary vessels were slightly enlarged; the current of blood in the cinnabar 
spots was more rapid than in the adjoining blue parts (fig. 7). 


Fig. 5 (case 3).—Number of capillaries, size of aneurysms and breadth of sub- 
papillary vessels greater than in case 1. 


Fig. 6 (case 4).—Same condition shown in figure 5. 


Case 5.—In G., a worker, born in 1895, menses began in 1909, became scanty 
in 1925 and then ceased altogether. Her weight increased rapidly despite hard 
work in a factory and treatment with ovarin and thyroidin. She had one child. 


7 
4 d A 
j \ § 2 $ 
f 
: ! 
3 


786 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Examination in May, 1927, revealed that the woman was of robust build and 
was well nourished; the thyroid gland was enlarged and soft. Sclerosis was 
noted on the labia majora and a fresh roseola on the body. The Wassermann 
reaction was +++-+-+. All these conditions caused the patient to apply to me. 

On the skin of the lower halves of the legs, the inner surface of the loins, the 
back surface of the shoulders and the upper part of the back and breast, typical 
spots of erythrocyanosis were present. The coloring, according to the patient, 
appeared after strong insolation in Crimea in 1925. 

When seen in October, 1927, the patient had lived in the country and been 
subjected to insolation all the summer. At the same time, she underwent an 
energetic course of treatment with bismuth and neoarsphenamine. The symptoms 
of syphilis completely disappeared. The menses gradually became regular and 
abundant. On the legs and loins the coloration of the skin was nearly normal; 
on the back and shoulders it differed slightly from that of the healthy skin. 


Fig. 7 (case 4).—Detailed picture of cinnabar spots. 


Case 6.—C., a schoolgirl, born in 1911, lived under satisfactory conditions. 

Examination in June, 1927, disclosed that she was strongly built and well 
nourished. Menses had not yet appeared. The thyroid gland was enlarged and 
soft. A dry eczema was present on the neck. Typical phenomena of erythrocy- 
anosis were noted on the legs and shoulders. In October, 1927, menses began and 
the symptoms of erythrocyanosis vanished. 

Case 7.—In N., a student, born in 1906, menses began in 1922. There was a 
history of tuberculosis in the family. 

Examination in November, 1926, disclosed that the girl was of delicate build 
and moderately nourished. On the back there was a typical picture of livedo 
reticularis, due evidently to the patient’s habit of leaning against a hot stove. In 
October, 1927, a typical erythrocyanosis was present on the legs. 

Case 8.—In B., born in 1915, menses started in 1926. 

On examination in October, 1927, the girl was tall, well built and well nour- 
ished; she looked about 17 years old. The thyroid gland was visibly enlarged. 
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She complained of eczema on the body. Typical erythrocyanosis was present on 
the legs and shoulders. 

Case 9.—A., B.’s aunt, born in 1890, had an enlarged thyroid gland. Erythro- 
cyanosis was present on the legs. 

Case 10.—In K., a housewife, born in 1909, menses started in 1923 and were 
regular. Both parents and four brothers suffered from weak heart (vitium 
cordis). When seen in June, 1927, the patient was well built and well nourished. 
There was a systolic murmur over the mitral area. She complained of seborrheic 
eczema. There was a typical picture of erythrocyanosis on the legs and shoulders. 

Capillaroscopic examination showed that the changes in the blood vessels were 
identical in quality with those described in case 1, but different in strength; there 
were few capillaries with aneurysms, and the vessels of the subpapillary layer 
were but slightly enlarged. 


Fig. 8 (case 14).—Abnormal number of papillary capillaries; many aneurysms. 


Case 11.—In P., a housewife, born in 1900, menses started in 1916 and ceased 
in 1919 after premature childbed. 

On examination in November, 1927, the woman was of robust build and well 
nourished. The thyroid gland was greatly enlarged. The size of the uterus and 
ovaries was much decreased. 

Erythrocyanosis was present on the legs, the extending surface of the shoulders, 
the arms and the hands. On the front surface of the loins there was a net of 
blood vessels which attained the size of a knitting needle. 

Case 12.—V., a housewife, born in 1898, on examination was found to present 
livedo reticularis on the back, due to her habit of leaning against a hot stove. 
Recollecting case 4, I informed the patient that she suffered from erythrocyanosis, 
and on further examination I found typical phenomena thereof: a soft and 
enlarged thyroid gland. The work of Delater contributes much in this respect. 

Case 13—A Jewess, aged 22, who looked about 12, presented a complete 
absence of hair on the mons veneris and under the arms, and aplasia of the thyroid 
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gland, ovaries and uterus. The skin on nearly the whole body showed a typical 
picture of erythrocyanosis; this case was similar to case 2. On the back, typical 
livedo reticularis was seen. A careful clinical examination proved that the patient 
suffered from hypothyroidism. 

Case 14.—P., a working man, born in 1898, crushed his right testis in 1926, 
After that, he gained weight rapidly, despite hard work and insufficient nourish- 
ment. He complained of furunculosis when first seen. 

An examination was made in April, 1927. He was blond and of medium 
height; the pelvis was broad. The fatty layer of the hypoderm was abundantly 
developed, especially on the abdomen and the buttocks. The left testis was the 
size of a sparrow’s egg; the right (injured one) was much smaller. The prostate 
was atrophied. A bluish tint was noted on the outer surface of the arms, 
shoulders, buttocks and legs, particularly on the inner side of the loins, but the 
coloration was not so intense as it was in the women. 


Fig. 9 (case 14).—Slight enlargement of the subpapillary vessels. 


The capillaroscopic examination of the arms showed a greater number of 
papillary capillaries than was normal. On the shoulders, and particularly on the 
loins, many aneurysms were noted in the blood vessels of the papillary layer. The 
vessels of the subpapillary layer were a little enlarged (figs. 8 and 9). 


COMMENT 


The capillaroscopic examination, made on four women and one man, 
showed definite changes in the diameter of the blood vessels. 

The disturbances of the normal circulation of the blood were clearly 
manifested by the formation of a great number of aneurysms in the 
papillary venous capillaries. Sometimes one observed in them an inter- 
mittent blood current, indicating contraction of some parts of the vessels. 
The subpapillary vessels were enlarged and, therefore, visible. The 
changes in the diameter of the blood vessels depended on the distur- 
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bances in the action of the vasomotor system and varied in different 
patients in relation to the disease. On the lower limbs the enlarged 
blood vessels were more sharply defined, owing to the mechanism of the 
circulation. 

Bolte * ‘found nothing of particular interest in the capillaroscopy 
of his first case. But Miller* observed the same pictures in acro- 
cyanosis (fig. 4, plate IV, and fig. 8, plate V, of his manual show 
aneurysms ). 

With his own observations and Erben’s opinion as a basis, Miller 
affirmed that the coloration of the skin was due to enlarged papillary 
venous capillaries and intracutaneous veins and a simultaneous decrease 
of the papillary arterial capillaries and deep subcutaneous veins. These 
changes in the size of the vessels were also the result of the disturbances 
in the tonus of the vasomotor system. 

My experiments in causing erythema in patients (cases 2 
and 4) clearly showed the usual primary decrease in the diameter 
of the arterial capillaries and the secondary change of the blue tint to 
bright red, owing to the enlargement of the arterial capillaries. 

The gradual reappearance of the coloration from the edges after 
removal of the pressing finger (case 1) depended on the slow influx 
of the blood from the venous subpapillary vessels. In a similar case 
of arterial hyperemia, the blood flowed rapidly from the deep, small 
arteries. 

In cases of long duration, this primary alteration in the blood 
circulation led to secondary changes in the surrounding tissues, which 
could be demonstrated by pathologic-anatomic investigation. 

Juster and Delater® in examining under the microscope the skin 
taken at biopsy found: (1) that in the papillary layer (especially around 
the nodules of lichen pilaris) venous capillaries were present in greater 
numbers and were of wider diameters than normally; (2) that in the 
subpapillary layer the stagnant blood filled the capillaries to bursting 
and flowed in the interstices of the tissues, causing the tearing apart 
of separate bundles thereof ; (3) that the transudation from the enlarged 
capillaries caused certain cells (Juster did not state exactly which) 
to react in forming young tissue, which pushed its way even through 
the hardened bundles of the skin; (4) that there was neither leukocytic 
nodular infiltration nor sarcoid tissue. 


3. Bolte, F.: Erythrocyanosis cutis symmetrica, Klin. Wehnschr. 1:578, 1922. 
4. Miiller: Die Kapillaren der menschlichen K6rperflache in gesunden und 
kranken Tag, Stuttgart, Ferdinand Enke, 1922, p. 91. 
5. Juster and Delater: Biopsies pratiquées sur deux cas d’erythrocyanose 
sus-malléolaire: présentation des coupes, Bull. Soc. frang. der dermat. et syph., 
Nov., 1926, p. 618. 
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Pautrier and Lévy ® by their careful histologic investigations con- 
firmed Juster’s data, in general, and noted that the cells of the epidermis 
were but slightly affected. Of particular interest is the fact that tuber- 
culous or tuberculoid tissues were absent in a patient who suffered a year 
previously from erythema induratum; the diagnosis of erythema was 
then confirmed by the positive results of inoculation in a guinea-pig 
in which tuberculosis developed. 

Milian? did not agree with Juster. He considered it necessary to 
take pieces of skin with cutis that contained inflammatory infiltrations 
of lymphocytes as well as multiplied and enlarged connective tissue and 
gigantic cells. Finally, a tuberculous node may form. Here he observed 
the picture of adenolipomatosis (Milian did not describe it exactly) 
that depends on tuberculous infection. In his other report, Milian * 
stated that he found no conditions typical of tuberculosis, but in his 
opinion this circumstance does not exclude the presence of this disease. 

Mendes da Costa® found around the vessels of the papillary and 
subpapillary layers strong cellular infiltrations consisting of different 
kinds of cells, most of them having one nucleus and a small quantity 
of protoplasm, others resembling endothelial and wrinkled conjunctive 
tissue cells and forming small heaps. 

As will be shown later, Milian and Mendes da Costa increased the 
limits of the clinical picture of erythrocyanosis. Therefore, their 
microscopic investigations need further confirmation. 

Juster and Pautrier held to the general clinical opinion of erythro- 
cyanosis. Their pathologic-anatomic data are corroborated by my 
capillaroscopic investigations and point to the primary venous stagnation 
and secondary slight alterations in the epidermis and the surrounding 
conjunctive tissue elements. 

All this clarifies the clinical picture of erythrocyanosis. The different 
size of separate affected parts and the intensity of their coloration depend 
on the alterations in the diameter of the vessels and the mechanical 
conditions of the circulation in the upper and lower limbs. The over- 
filling of the superficial venous vessels and the development of young 
connective tissues are shown clinically by a certain thickness of the skin. 

Irregular and slackened circulation of the blood gives rise objectively 
to low temperature and subjectively to different paresthesias: a feeling 


6. Pautrier and Lévy: Trois cas d’erythrocyanose symmétrique sus-malléo- 
laire, Bull. Soc. frang. de dermat. et syph., May, 1927, p. 300. 

7. Milian, in discussion of Juster: Bull. Soc. frang. de dermat. et syph., 
April, 1926, p. 347. 

8. Milian, in discussion of Juster and Delater (footnote 5). 

9. Mendes da Costa and von Oort, F.: Abstr., Dermat. Ztschr. 50:310, 1927; 
quoted by von Karwowsky, A.: Dermat. Wehnschr. 85:1161, 1927; and by 
Alexander (footnote 10). 
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of awkwardness, numbness, itching, etc. Nearly all authors mention 


these subjective complaints. 

Three of my patients had cinnabar red spots on the back of the 
hands, forearms and legs. Their chief characteristic was their short 
duration, the spots disappearing rapidly in one place and appearing 
in another. 

These cinnabar areas contained many papillary capillaries of regular 
size and shape without aneurysms; the subpapillary vessels were rather 
broader than normal, and the circulation of blood was more rapid 
than in the adjacent blue tinted parts. This phenomenon evidently 
depends on the increased tonus of the vasomotor nerves. Thus more 
normal conditions of the circulation are created; there is no stagnant 
blood in the venous capillaries, and it retains its arterial coloration ; 
therefore, the color of the spots is brighter and redder, and they are 
sharply contrasted on a blue background. 

Miller considered these spots due to the arterial hyperemia and 
cited Parrisius, who stated that the arterial capillaries are larger and 
the blood-current therein more rapid than in the adjacent blue-red 
parts. 

Alexander '® mentioned these cinnabar red spots, but was rather 
contradictory in describing them; at first he considered them of acute 
inflammatory origin and thought they might disappear after a certain 
time (how long?); then he introduced the term “nodus” instead of 
spot and spoke further of swellings and infiltrates, which Mendes da 
Costa took for erythema induratum or a mixed form of erythrocyanosis 
and tuberculosis. 

With my own and Miiller’s observations as a basis, I came to the 
conclusion that cinnabar-colored spots depend on the varying tonus of 
the vasomotor system, and there are no traces of any continuous inflam- 
matory swellings or infiltrates. 

Besides infiltrates, Mendes da Costa described hemorrhagic papules, 
the size of a pinhead, surrounded by a corolla of atrophied papules in 
three of his five patients. Langfellinger** recorded that twenty-one 
of his eighty-four patients had different kinds of ulcers on the calves. 

Neither I nor other authors observed anything to that effect. It is 
clear that these symptoms are not included in the clinical picture of 
erythrocyanosis, and that they must be referred to intercurrent diseases. 
My patients also complained of furunculosis, eczema, etc. 

It is, of course, evident that the disturbances in the circulation of 
the blood are participating factors in many skin diseases, such as 
erythema induratum, the tubercle bacilli having more chances to cause 


10. Alexander, A.: Zur Klinik und Pathogenese der Erythrocyanosis crurum 
puellaris, Dermat. Wchnschr. 84:601, 1927. 
11. Langfellinger, quoted by Alexander (footnote 10). 
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thrombi in the usual locations—(vasa vasorum) the skin veins on the 
legs—because the blood current therein is slackened. 

A symptom, admitted by most authors to be constant, is the presence 
of nodules of lichen pilaris (keratosis), enlarged to from 2 to 3 mm. 
in diameter. These nodules are situated in the usual places, shoulders, 
legs and loins, and are red-brown. The capillaries around them are 
slightly dilated and increased in quantity. 

Most of my patients had erythrocyanosis on the legs, which confirms 
the descriptions of many authors, and explains the term “crurum” used 
in this connection. In some persons the process is more disseminate. 
The loins, buttocks, wrists and shoulders, as well as the face, are affected, 
The same localization was observed by Bolte, Juster, Alexander, 
Kaufmann * and others. 

All my patients were inhabitants of towns, from 11 to 38 years 
of age. Some were strong and well nourished and others were weak 
and exhausted. 

Nearly all showed the irregular action of the ovaries, too early 
or too late menses, and ceasing of the menses for some years 
(dysovariosis). The patients themselves pointed out a certain relation 
between erythrocyanosis and the menses. 

I can clearly trace this relation in two cases. In one case the erythro- 
cyanosis disappeared after the first menses (case 6); in another the 
menses reappeared during healing of the erythrocyanosis (case 5). One 
must note that in the latter case the patient was treated with bismuth 
and neoarsphenamine. Juster mentioned the favorable effect of mer- 
cury. It is hardly likely that these drugs would have acted directly on 
the tonus of the vasomotor system ; probably they affected the endrocrine 
system and the ovaries. 

An enlarged thyroid gland was observed in ten patients, while, on 
the contrary, one patient suffered from aplasia of the thyroid gland 
(case 13). 

Adler ** noted a close connection between the coloration of the skin 
and the tonus of its blood vessels, and the hypoplasia of the ovaries. 
Miiller found that patients with marked anomalies of the circulation 
also presented phenomena of dysfunction of the ovaries, the thyroid 
gland and the hypophysis. Dixon ™ affirmed the existence of a connec- 
tion between the thyroid gland, the ovaries and the hypophysis, and 
Kraugh ** thought the latter important as a factor influencing the tonus 
of the vasomotor system. 


12. Kaufmann, Joseph, and McIntosh, J. F.: Chronic Erythema of the Legs, 
J. A. M. A. 88:388 (Feb. 5) 1927. 

13. Adler, quoted by Bolte (footnote 3). 

14. Dixon: Ninety-fifth congress of the British Medical Association. 

15. Kraugh: Anatomie und Physiologie der Kapillaren, Russian translation, 
1927. 
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With the opinions of these scientists as a basis, and taking into 
account the anatomic and functional disturbances of the glands of inner 
secretion in my patients, I can conclude that the dysfunction thereof 
is the main cause of erythrocyanosis. 

In my former works '* I suggested dysovariosis as the chief cause 
of erythrocyanosis ; now I think the connection between erythrocyanosis 
and the dysfunction of many endocrine glands should be traced. 

One cannot give an exact account of the harmful factors affecting 
the ovaries and causing dysovariosis. Probably there are many factors: 
constitutional diseases—syphilis (Juster) and tuberculosis (Darier) 
—starvation (Shtefko and Khalatov ‘*), the direct or indirect action of 
cold, the innate decreased resistance of the ovaries to all kinds of 
harmful influences, etc. 

Clinically observed, the phenomena of dysovariosis can be easily 
taken into account; as a matter of fact, other endocrine glands than 
the ovaries may be affected, but the symptoms thereof are not so clearly 
defined. It is difficult to take into account all the factors that can 
influence unfavorably the function of thyroid gland and the hypophysis. 

All my patients wore, even in winter, fashionable, short, knee-length 
dresses, thin stockings and shoes. Some were subjected to continuous 
cold. Undoubtedly these conditions were favorable to the production 
of chilblains ; and, indeed, in every one of the patients spots were situated 
on the legs where they were not protected by clothing. 

Sequeira '* said in his manual that during the last few winters a 
great number of women have appeared in the clinics with a peculiar type 
of chilblains on the lower half of the legs. Parkes-Weber * referred 
chronic erythema of the legs to diseases caused by wearing unhy- 
gienically made garments. So it must be admitted that cold is another 
important factor in the etiology of erythrocyanosis. 

After these two etiologic factors are established, the strength and 
influence of each must be determined. Undoubtedly, dysfunction of 
the endocrine glands is the main cause, for in its absence erythrocyanosis 
is not present. Cold is only an additional precipitating factor. 

It is possible that insolation has an effect analogous to that of cold 
(Gibson, Elder, Gutrier and my case 5); yet Finsen noted the 
continuous dilatant action of the sun’s rays on the blood vessels. 

The mechanism of the action of the glands and cold on the tonus 
of the vessels is complex and not yet clear; probably the glands act on 


16. Kistiakovsky: Erythrocyanosis cutis symmetrica; angioneurosis dysova- 
rica, Acta derm.-venereol., 1928, p. 554 (in Russian). 

17. Khalatov: Pathologic Physiologie, Leningrad, 1926 (in Russian). 

18. Sequeira: Diseases of the Skin, London, J. & A. Churchill, 1927, p. 69. 

19. Parkes-Weber, F.: Two Diseases Due to Fashion in Clothing: Chlorosis 
and Chronic Erythema of the Legs, Brit. M. J. 1:960, 1925. 


ae 


794 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


the vasomotor centers with an exciting or retracting effect, and cold 
acts on the nervous terminations of the vasomotor system. 

Most authors admit that cold and dysovariosis are the chief etiologic 
factors in erythrocyanosis (Karwowsky,?° Lesslo, Bodo, Wertheim, 
Bolte, Poor, Laurentier,* Pautrier, Jadassohn and others). 

Thibierge, Bolte and Kaufmann found the thyroid gland enlarged 
in their patients. The basal metabolism (Alexander) and the calcium 
metabolism (Percival **), however, were unaltered. 

Parkes-Weber thought that, in addition to dysovariosis and cold, 
the innate instability of the tonus of the blood vessels might cause 
erythrocyanosis. In my cases 7, i2 and 13, such instability manifested 
itself in livedo reticularis, associated with erythrocyanosis. 

Klingmiller ** described under the title “Frostschaden” the phe- 
nomena of erythrocyanosis, and considered them due to cold and, in 
part, to tuberculosis. 

Mendes da Costa, Milian, Galewsky and others considered tuber- 
culosis the cause of erythrocyanosis, the bacillus acting either locally 
by its presence or at a distance through its toxins. Mendes da Costa 
identified erythrocyanosis as erythema induratum. 

Capillaroscopic and pathologic-anatomic evidence, as well as the 
clinical course of the disease, prove, however, that the two diseases 
have nothing in common. My patients showed no symptoms of tuber- 
culosis; only in one case did I find a hereditary tendency toward 
tuberculosis. 

Lortat-Jacob and Mornet** treated four patients with erythro- 
cyanosis with tuberculin, unsuccessfully; they, as well as Juster, Pau- 
trier, Karwowsky and others, denied all connection between tuberculosis 
and erythrocyanosis. 

There are isolated records of the etiologic influence of polyarthritic 
gonorrhea (Benecke), irregular function of the bowels and affected 
tonsils and teeth (Agnes Savilly *°). 


20. Von Karwowsky, A.: Zur Frage der Erythrocyanosis crurum puellaris, 
Dermat. Wchnschr. 85:1161, 1927. 

21. Laurentier, C.: A propos d’un cas de neurodermite axillaire, Bull. Soc. 
frang. de dermat. et syph. 34:241, 1927. 

22. Percival, G. H., and Stewart, C. P.: Some Observations on a Condition of 
Chronic Erythema of the Legs, Brit. J. Dermat. 39:115, 1927. 

23. Klingmiiller, V., and Dittrich, O.: Ueber Frostschaden, Dermat. Ztschr. 
49:1, 1926, 

24. Lortat-Jacob and Mornet: Essai du traitement tuberculinique dans 4 cas 
d’empatement des extrémités, Bull. Soc. francg. de dermat. et syph., April, 1926, 
p. 344. 

25. Savilly, Agnes: Brit. J. Dermat., Nov., 1926, p. 450, in discussion on 
Parkes-Weber. 
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Nardelli *° thought that the causes of erythrocyanosis were complex ; 
in all his cases one observes the dysfunction of the ovaries, the thyroid 
gland and the hypophysis. Furthermore, he showed diseases of the 
lymphatic glands, either constitutional or due to tuberculosis. In many 
cases tuberculous infection can participate as an etiologic factor. 

I will note here a peculiar opinion of Alexander, who thought that 
tuberculosis, cold and dysovariosis had nothing to do with the etiology 
of erythrocyanosis, and that the innate unstability of the vascular system 
was the only etiologic factor. 

In making the diagnosis one must remember that erythrocyanosis 
is chronic and causes no secondary acute clinical alterations in the 
skin. Therefore, one can easily exclude scleroderma, idiopathic atrophy 
of the skin, Raynaud’s disease and erythema induratum. 

Erythromelalgia is easily identified by the bright red tint of the 
skin and periodic intolerable pains in the limbs. 

Typical chilblains usually heal in the summer, but reappear in the 
winter and lead to secondary alterations: marked thickening of the 
skin and ulcers. They are not produced by the functions of the ovaries 
and disturbances thereof. 

One often finds in the literature the term “acrocyanosis,” but 
different authors attribute to it various meanings, both etiologic and 
topographic. So Parkes-Weber, who described in 1925 chronic 
erythema of the legs, erythrocyanosis, in his later work (1927),?" 
established symptoms to identify chilblains of the legs; considering this 
condition different from acrocyanosis, he did not mention chronic 
erythema, erythrocyanosis. 

In a conference of the London Dermatological Society, a patient 
suffering from acrocyanosis was presented ; all that was said about the 
clinical picture and complex etiology in this case may be applied to 
erythrocyanosis. 

Walker,”* citing Unna in his manual, used the term “acrocyanosis” 
in a topographic sense: chilblains of the limbs due to the slackened 
circulation of the blood and cold. 

Miiller found in acrocyanosis the same alterations in the blood 
vessels that I observed in erythrocyanosis. 

Therefore, I think it proper to consider erythrocyanosis identical 
with acrocyanosis, as described by these authors, and not in its purely 
local significance. 


26. Nardelli, L.: Contributo alla conoscenza dei fenomeni di eritrocianosi 
degli arti inferiori, Gior. ital. di dermat. sifil. 69:81, 1928. 

27. Parkes-Weber, F.: Two Cases of Chilblainy Condition of the Legs, Some- 
what Resembling Erythema Induratum, Brit. J. Dermat. 39:259, 1927. 

28. Walker: An Introduction to Dermatology, Edinburgh, W. Green and Son, 
Ltd., 1925, p. 72. 
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Juster *® and Nardelli, in treating patients with erythrocyanosis, 
obtained favorable results after applying massage, the quartz lamp, 
injections of mercury and bismuth and opotherapy (thyroid gland, 
hypophysis and ovaries). 

The latter method provides one more argument in favor of my 
opinion concerning the part that the glands of inner secretion play in 
the etiology of erythrocyanosis. 

My fourteen cases stand apart. Although Juster and Pautrier 
mention cases of erythrocyanosis among young men, I found no detailed 
descriptions thereof in the literature. 

After the destruction of one testis, my patient was affected with 
acute phenomena of dysfunction of the sexual glands: the acquisition by 
the body of some features of female build, fattening, the decrease of 
prostate gland and the appearance of erythrocyanotic patches on the 
usual places. Capillaroscopy revealed typical picture of the alterations 
in the blood vessels, but less sharply expressed than in women. 


CONCLUSION 


In most respects, the definition and description of erythrocyanosis 
as a nosologic entity needs further investigation and attention to detail. 
One sees atypical, bridging and mixed forms. They must be classified 
on the basis of clinical symptoms and etiologic factors. The works of 


Delater and Hugel *° also treat this question. 

I suppose that in the future the phenomena of erythrocyanosis will 
be considered by therapeutists as typical symptoms due to endocrine 
defects. 

Meanwhile, judging from my own observations, which are in accord 
with those of most authors, I believe that erythrocyanosis in women 
belongs to the group of angioneuroses, owing to the combined effect 
of cold and dysfunction of the ovaries, the thyroid gland and the 
hypophysis. 

Therefore, “erythrocyanosis cutis symmetrica” defines the clinical 
picture and “angineurosis endocrinopathica polyglandulari” shows the 
etiology and pathogenesis of this disease. 


29. Juster: Les Erythémes infiltrés ou infiltrations erythematocyanotiques des 
neuro-endocriniens, Bull. Soc. frang. de dermat. et syph., 1926, p. 347; Recherches 
sur l'éthiologie et le traitement des erythrocyanoses (infiltrations erythrocyano- 
tiques et plus particuliérement des erythrocyanoses sus-malléolaires, ibid., 1926, 
p. 524. 

30. Delater, G., and Hugel, R.: La cyanose sus-malléolaire hypostatique, Ann 
de dermat. et syph. 9: 344, 1928. 
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THYMOL AND CINNAMON OIL IN THE TREATMENT 
OF RINGWORM OF THE SCALP 


LYLE B. KINGERY, M.D. 
Clinical Professor of Dermatology, University of Oregon Medical School 
PORTLAND, ORF. 


At the annual meeting of the American Dermatological Association 
in 1924, under the title of “Mycotic Paronychia and Dermatitis,” the 
results of a study demonstrating the etiology, pathology and symp- 
tomatology of what apparently was at that time a new clinical entity 
were reported.’ In addition, this investigation included the successful 
therapeutic management of the disease by the use of certain essential 
oils—a use apparently entirely new for a group of drugs long familiar 
in pharmacologic texts. Such a strikingly favorable therapeutic response 
on the part of a disease that is representative of a group containing 
many members refractory to ordinary remedies seemed worthy of 
further investigation. This was undertaken, and the results were 
reported at the meeting of this association three years later, in 1927.? 
The latter study, while admitting the vast discrepancy often existing 
between laboratory experimentation and clinical application, still seemed 
to demonstrate a superiority on the part of the essential oils over time- 
honored remedies in their ability to kill and inhibit the growth of a large 
group of known mycotic invaders of the skin and viscera. With these 
experiences in mind, the former an apparent specificity with reference 
to a mycotic disease of the skin and nailbed, and the latter an undoubted 
fungicidal and fungistatic superiority in vitro, clinical trial in certain 
of the well known mycotic diseases seemed properly in order. 


Before the advent of the use of the x-rays and thallium acetate, 
ringworm of the scalp presented perhaps one of the most unsatisfactory 
therapeutic problems. Treatment at best was prolonged and disagreeable, 
and in a considerable percentage of cases the cure was a spontaneous 
one at puberty. Begun by Freund * in 1897, improved by Sabouraud and 
Noire * in 1904, and finally perfected as nearly as possible by MacKee,° 


* Submitted for publication, March 30, 1929. 


* Read at the Fifty-Second Annual Meeting of the American Dermatological 
Association, San Francisco and Del Monte, Calif., July 1-3, 1929. 

1. Kingery, L. B., and Thienes, C. H.: Mycotic Paronychia and Dermatitis, 
Arch. Dermat. & Syph. 11:186 (Feb.) 1925. 

2. Kingery, L. B., and Adkisson, A.: Certain Volatile Oils and Stearoptens 
as Fungicides, Arch. Dermat. & Syph. 17:499 (April) 1928. 

3. Freund, L.: Wien. med. Wehnschr. 47:856, 1897. 

4. Sabouraud, R., and Noire, H.: Presse méd. 12:825, 1904. 

5. MacKee.: X-Rays and Radium in Treatment of Diseases of the Skin, 
Philadelphia, Lea & Febiger, 1921, p. 602. 
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roentgen treatment now offers a management of these cases which has 
made the disease a rarity in some localities in which formerly the infec- 
tion was constantly present in considerable numbers. This method of 
treatment, however, is still a highly technical procedure; it is difficult to 
carry out in the extremely young, and in spite of every precaution 
roentgen injuries still occasionally occur. 

Somewhat similar comment may be made on the treatment with 
thallium acetate. Unquestionably, tremendous strides have been made 
with the use of thallium acetate since Buschke’s * experimental report 
in 1900. Not only has he continued to add to the knowledge of this 
particular use of the drug, but others, including Cicero’ and Peter,‘ 
Ritter ° and Artz,’® have likewise made important contributions. That 
the drug is highly successful in certain hands is shown more recently 
by the comprehensive report of Felden.** Yet with this, as with roent- 
gen therapy, there are possible objections. The dosage must be com- 
puted with extreme accuracy ; increasing dangers exist as the age of the 
patient nears puberty; reactions of various types are not unknown, and 
even permanent undesirable effects are occasionally recorded. 

With these points in mind relative to the present methods of treat- 
ment, and encouraged by the clinical trial and laboratory experiences 
already related, the following study was undertaken. In it are included 
twelve cases of ringworm of the scalp in patients seen between October, 
1927, and November, 1928, in private practice and in the dispensary. 
With the exception of one case presenting acutely painful and inflam- 
matory pustular lesions, the group represented clinically the Microsporon 
type of invasion. With two exceptions, the clinical diagnosis was sub- 
stantiated by microscopic examination. In these two, there is no record 
of this having been done. The patients are representative of every 
social status. Each patient has been treated in practically the same 
manner. The measures carried out were as follows: 


1. Clipping of the hair to the extent of 1% inches (3.8 cm.) around the border 
of the lesions when only one or two lesions were present. 
2. Clipping of the hair of the entire scalp when the disease was generalized. 


6. Buschke: Experimenteller Beitrag zur Kenntnis der Alopecie, Berl. klin. 
Wehnschr., 1900, no. 53, p. 1235. 

7. Cicero: Tratamiento de las tinas por el acetato de talio, Rev. de puebla, 
1919, no. 8; reference in Peter: Secundo congreso sudamericano de dermatologia 
y sifiligraphia de Montevideo, Arch. f. Dermat. & Syph. 150:438 (Oct.) 1921. 

8. Peter: Arch. f. Dermat. u. Syph. 150:438 (Oct.) 1921. 

9. Ritter: Dermat. Gesellsch., February, 1927; reference in Dermat. Wchn- 
schr. 85:955, 1927. 

10. Artz: Wien. Dermat. Gesselsch., January, 1927; reference in Dermat. 
Wehnschr, 84:834, 1927. 

11. Felden, B. F.: Epilation with Thallium Acetate in the Treatment of Ring- 
worm of the Scalp in Children, Arch. Dermat. & Syph. 17:182 (Feb.) 1928. 
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3. Constant wearing and frequent changing of a washable cap. 
4. Biweekly soapsuds shampoo. 

5. The application three times daily of a solution of gutta percha B. P. C.,1* con- 
taining one half of 1 per cent thymol and 1 per cent oil of cinnamon. In cases in 
which this resulted in irritation, the frequency of the applications was decreased. 


Early results of the foregoing treatment are shown in table 1. A 
brief analysis of this table would seem to emphasize a single outstanding 


TasLe 1.—Early Results of Treatment 


Last Apparent 
Treatment Examina- Immediate 


Case Source Eruption Duration Age Sex Begun tion Results os 
1 ? Zlesions Several 2% yrs. M 12/12/27 3/28/28 All lesions eovered 
weeks by early growth 


of hair; no signs 
of clinical  ac- 
tivity 
2 School Multiple 6 wks. 6 yrs. M 12/28/27 3/15/28 Completely  invo- 
luted; hair com- 
pletely returned 
3 ? Multiple 3 mos. 6 yrs. M 1/25/28 4/30/28 Completely invo- 
luted; hair com- 
pletely returned 
4 ? Multiple 2to3 2% yrs. M 2/ 3/28 4/15/28 Completely invo- 
months luted; hair re- 
turned in all 
lesions 
Dog ? Single 1 week 22 mos. M 2/14/28 3/14/28 Completely invo- 
luted; no inflam- 
matory reaction; 
hair returning in 
lesions 
3/10/28 Inflammation sub- 
siding; no signs 
of clinical activ- 


6 Dog Multiple 1 mo. 4 yrs. M 3/ 1/28 


ity 
7 Other Multiple 8to4 3 yrs. F 8/11/28 8/20/28 Inflammatory _ re- 
children weeks action subsiding; 
no new lesions 
8 Persian Single 4 wks. 7 yrs. F 9/ 4/28 10/ 2/28 Clinically inactive; 
cat no new lesions 
9 ? Single 7 wks. 3 yrs. F 9/ 4/28 11/22/28 Clinieally inactive; 
no new lesions; 
hair returning 
10 School ? Multiple Several 7 yrs. F 10/ 5/28 10/11/28 Clinically, some 
weeks improvement; 
microscopically 
negative (dispen- 


Sary) 
11 ? Multiple 2 mos. 7 yrs. F 11/22/28 1/26/29 Clinically inactive; 
lesions; no inflammation; 
1 kerion microscopically 
negative 
12 Cat Single 4 wks. 4 yrs. M 11/22/28 1/12/29 No clinical activ- 
ity; hair return- 
ing on all 
patches; micros- 
ecopically negative 


point of interest, that of a uniformly favorable response to treatment. 
In case 11 the patient presented numerous lesions over the scalp, one 
definitely of the kerion type. Treatment was augmented in this case by 
boric compresses applied three times daily. Response to treatment was 
much the same in all the other cases. At the time of the first weekly 


12. The solution is composed of gutta percha 10 Gm., lead carbonate 10 Gm., 
chloroform to make 100 Gm. After thorough agitation decant the clear liquid. 
The preparation is therefore a solution of gutta percha in chloroform. 
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Fig. 1 (case 3).—Appearance at time of first examination (small lesions due to 
pyogenic infection). 


Fig. 2 (case 3).—Appearance four months later. 
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observation, practically every case showed a definite cessation of activity. 
In no case were new lesions encountered. Inflammatory reaction was 
rapidly disappearing, and formerly active lesions gave definite clinical 
signs of regression. Subsequent observations made regularly or other- 
wise, according to the type of patient, revealed a continuation of these 
signs of involution. Some patients were seen twice a week and others 
weekly, for a period of from eight to ten weeks. The course seemed 
much the same in all cases; i.e., early regression and a continuation of 
involution until complete restoration of hair was obtained. 

Being familiar with the tendency to recurrence and the ease with 
which many apparent cures may change in a few weeks to a repetition 
of the original involvement, a further effort was made definitely to estab- 


TaBLe 2.—Resuits of Inquiries 


Case Apparent End-Results 


1 Letter: Hair completely returned for past several months; no recurrence; observation 
period approximately thirteen months 
2 Examination: Hair completely returned; clinically and microscopically negative; observa- 
tion period approximately one year 
Examination: Hair completely returned; clinically and microscopically negative; observa- 
tion period approximately one year (see figs. 1 and 2) 
Personal communication: Hair completely returned for several months. Letter: No 
recurrence; observation period approximately ten months 
Examination: Hair completely returned; clinically and microscopically negative; obser- 


3 
4 
5 
vation period approximately ten months 

6 Letter: Hair completely returned, but other treatment reported necessary; parents 
7 

8 

9 


disgruntled 
Examination: Hair completely returned; clinically and microscopically negative; observa- 


tion period six months 
Examination: Hair completely returned; clinically and microscopically negative; observa- 


tion period six months 
Examination: Hair completely returned; clinically and microscopically negative; observa- 


tion period six months 
10 Examination (dispensary): Hair returning; microscopically negative; no recurrence; obser- 


vation period five months 
ll Examination: Hair returning; no recurrence; clinically and microscopically negative; obser- 


vation od approximately four months (see fig. 3) 
12 Examination: Hair returning; microscopically negative; observation period approximately 


four months 


lish apparent clinical cures which seemed assured at the last opportunity 
of seeing the patient. With this in mind, follow-up letters were sent to 
the parents of each patient in the series. In these letters, the parents 
were earnestly requested to return the patient for personal examination. 
When this was impossible, they were asked to answer the following 
questions : 


. Did the eruption completely heal under the treatment given? 
How long was the child treated? 

. Has the condition ever reappeared ? 

. Were other medicines used? If so, what? 

. Does the scalp appear entirely healthy now? 

. Has ail of the hair returned? 


WH 


The results of these inquiries are seen in table 2. Analysis of this 
table would seem to furnish still further encouraging information. 
Primarily, one failure is noted; case 6 which, according to table 1, 
seemed to give promise of favorable response after ten days’ treatment, 


= 
5 
= 
a 
7 
© 


802 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


is reported as a complete failure necessitating the use of other 
remedies. In addition, the mother expressed definite personal dissatisfac- 
tion at the general conduct of the case. Apparently, therefore, the question 
of treatment and cure must remain in doubt, as a personal examination 
was impossible. It is to be noted further that it was possible to examine 
eight of the remaining patients microscopically, with uniformly negative 
results. The children had complete restoration of hair, and these findings 
had existed at periods varying from one year to four months after 
treatment was begun. For various reasons, the three remaining patients 


Fig. 3 (case 11).—A, appearance two weeks after treatment was begun. The 
large lesion, which was of the so-called kerion type when first seen, is now rapidly 
involuting. 8B, light scarring by previous pustular lesions; otherwise, the hair is 
returning over all the lesions. This picture was taken two and one-half months 
after A. 


could not be brought to the office. Personal communication with the 
parents, however, established the facts that no other treatment had been 
used, that clinical cure, including complete return of hair, had taken 
place, that there had been no recurrences and that these results had 
existed for a period varying from one year to four months. It would 
not seem unfair, therefore, to assume that in these patients, as well as 
in those examined microscopically, clinical cure had occurred. 
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COMMENT 


In the foregoing paragraphs are related the results of treatment of 
twelve patients with tinea capitis treated exclusively with thymol and 
cinnamon oil. Eight were clinically and microscopically well in periods 
varying from four months to one year; three, according to letters from 
the parents, have enjoyed complete restoration of hair and no recurrence 
of symptoms over approximately equivalent periods. In the light of our 
present knowledge of the disease, it would seem fair to assume that these, 
likewise, were clinical cures. In the remaining case the mother of the 
patient, in spite of an apparently favorable response while under obser- 
vation, reports the necessity of using other remedies. As far as it has 
been possible to learn, in no case has there been a permanent alopecia, 
and the remarkable simplicity of the method obviates any necessity of 
discussing the possibilities of temporary or permanent untoward effects. 
Whether or not this method offers advantages over that suggested by 
Lieberthal ** or the older, more complicated methods of treatment remains 
for a more comprehensive clinical trial to determine. Yet data furnished 
herein would seem to merit the method favorable consideration and more 


widespread clinical application. 


cy 


CONCLUSIONS 


1. In this paper are related the results of a clinical trial of drugs the 
fungicidal and fungistatic activities of which were previously demon- 
strated in vitro. 

2. This trial would seem to furnish presumptive evidence of a similar 
activity so far as ringworm of the scalp is concerned. 

3. While the evidence provided is far too limited to be exclusive, 
should the above experience be duplicated in other clinics and with a 
greater variety and number of cases, it would seem that this simple 
method of treatment might well stand favorable comparison with the 
older and more complicated ones now in vogue. 


ABSTRACT OF DISCUSSION 


Dr. Harotp N. Core, Cleveland: Is the previous application removed with 
anything before another is applied? If this really works out, it will be a fine 
thing. At present we hospitalize our children, and we see from 75 to 100 cases 
a year. For the last year we have been using thallium with good results and 
little after-effect, but if this plan will work out it will almost obviate the neces- 
sity of putting these patients in the hospital. 

Dr. GeorGE MILLER MacKeer, New York: I am surprised and pleased with 
the results Dr. Kingery has shown. I am surprised because I do not understand 
how the volatile part of the remedy can penetrate far enough to affect the fungi 
in the hair and hair follicles. However, the results certainly are striking. 


13. Lieberthal, E. P.: Treatment of Microsporen Infection of the Scalp, 
Arch. Dermat. & Syph. 18:97 (July) 1928. 
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I wonder whether different results may be obtained by various investigators 
because of geographic situations—whether the results might be better in one part 
of the country or one part of the world than another, as has been true with other 
remedies. It would be interesting to have this method tried by all dermatologists 
and have the results reported. Any remedy that is so safe that it will cure ring- 
worm of the scalp in from four months to a year is preferable to roentgenotherapy 
or thallium treatment, for with the latter remedies no matter how skilful the 
operator may be, there is some risk and the danger is considerable with both 
agents in unskilled hands. 


Dr. CHARLES MALLORY WILLIAMS, New York: I wonder how much of the 
result is due to the absolute shutting out of the air from these aerobic parasites. 


Dr. Frep D. WetpMAN, Philadelphia: This is a cleancut investigation, car- 
ried out in the logical scientific way, that is, beginning with the micro-organism 
itself and then testing out various drugs in the conventional chemotherapeutic 
way. Of course, “the proof of the pudding is in the eating”; yet one cannot help 
but wonder what the mechanism of this cure is. 

I wish to inquire whether the solutions employed are so strong that one can 
smell the oil of cinnamon and thymol, and whether sufficient quantities could be 
inhaled to have an effect through the blood stream. This might, of course, occur 
with strong solutions. 

Things of this sort should receive prompt attention from clinical dermatol- 
ogists. It is most discouraging to those who work in the laboratory and think 
they have leads to learn that tests, confirmatory or otherwise, have not been 
made of observations that have been derived in the laboratory. 


Dr. E. L. McEwen, Chicago: In regard to the technic, what effect did the 
washing have on the application, solution of gutta-percha B. P. C. being insoluble 
in water? I would also like to know how frequently the applications were made. 
I may have misunderstood Dr. Kingery, but thought he said twice a week, while 
in the printed paper the term biweekly is used. 


Dr. Kincery: Replying to Dr. Cole, the applications are made one over the 
other up to the point of tolerance. At the first sign of inflammatory reaction, 
the drug is discontinued until all symptoms have disappeared, when it is again 
applied as before. 

Dr. MacKee said that he was surprised, and I share that feeling to a certain 
extent. In our experience, the effect was either entirely negative or a resultant 
secondary pyogenic infection. If the applications had been continued, the latter 
factor might have assisted in clinical cure, yet these control experiments were 
not followed out that far. 

Dr. Williams has suggested that the applications of this solution may be 
effective by virtue of the fact that they create the conditions of an anaerobic 
culture. I have no data proving or disproving such an assumption. I may say, 
however, that the same preparation applied to similar infections on the feet has 
met with indifferent results. 

The strength of the solution was 0.5 per cent thymol and 1 per cent cinnamon 
oil. A faint odor of the thymol is present. Whether or not the favorable results 
are due to inhalation I do not know. 

Along with the foregoing experiments, others have been undertaken in an 
attempt to prove the efficacy of the drugs when given by mouth. Strains of 
organisms were developed, which, when injected intravenously, caused the death 
of a rabbit after a fairly definite number of hours. Extirpation of a portion of the 
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kidney during the life of each rabbit and demonstration of organisms therein was 
accepted as evidence of successful inoculation. By oral administration of thymol 
or cinnamon oil or both, it has been possible to prolong the life of rabbits so 
inoculated to a considerable extent. In no case, however, has it been possible 
by this method to eradicate the infection to the point where the animal completely 
recovered. The results, therefore, have thus far been encouraging rather than 
successful. 

Replying to Dr. McEwen’s question, the shampoos were given twice a week. 
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TERTIARY SYPHILIS OF THE 


REPORT OF A CASE * 


BREAST 


GEORGE T. PACK, M.D. 
AND 


FRANK E. ADAIR, M.D. 
NEW YORK 


Syphilis of the breast is an infrequent localization of a common 
disease. From Jan. 1, 1917, to Jan. 1, 1929, 2,663 patients with car- 
cinoma of the breast, 180 with fibro-adenomas, 18 with sarcomas, 20 
with Paget’s disease and approximately 1,000 with subacute and chronic 
mastitis were admitted to the breast service of the Memorial Hospital 
for diagnosis and treatment. Only 2 of these approximately 4,000 
patients had definite and recognizable syphilis of the breast, an incidence 
of about 0.05 per cent. The first instance, a gumma of the breast, was 
reported by Adair * in 1924. 


REPORT OF A CASE 


History—A. P., an Italian widow, aged 45, entered the clinic complaining of 
ulcer of the right nipple. Previous to the onset of this trouble she had never 
been aware of any disease. She had seven healthy children, all of normal birth, 
six of whom were breast-fed. Her youngest child was 17 years of age. Seven- 
teen years ago her husband died of pneumonia. The patient was her husband’s 
second wife; his first wife died from puerperal sepsis shortly after the birth 
of her only son, now a healthy man of 35. Since the patient’s last normal deliv- 
ery, she had three premature labors of seven months’ gestation each, the infants 
being stillborn in each instance. Her early mammary history was without sig- 
nificance; she had never had fissured nipples, abscesses, mastitis or discharge 
from the nipple. The menstrual periods continued to be regular and of normal 
duration. 

Five weeks prior to admission to the clinic, a thickening occurred beneath the 
areola of the right breast, accompanied by the formation of crusts on the over- 
lying skin. In a few days a papule appeared, which later softened, became bluish- 
red and finally ulcerated. Only slight pain and tenderness were experienced at 
this time. The ulcerated area increased in size until it involved almost the entire 
nipple (fig. 1). 

Examination.—The patient was well developed, and weighed 123 pounds (55.8 
Kg.). The right pupil was slightly smaller than the left, but both reacted to 
light and accommodated to distance. The heart sounds were normal in rate and 
rhythm; the heart was of normal size. In the examination of the lungs a few 


* Submitted for publication, Aug. 19, 1929. 
*From the Breast Service of the Memorial Hospital. 


1. Adair, F. E.: Gumma of the Breast: Its Differential Diagnosis from 
Carcinoma, Ann. Surg. 79:44, 1924. 


ew 
7 
Pex. 


807 


PACK-ADAIR—TERTIARY SYPHILIS OF BREAST 


whistling rales were audible over the left side of the chest anteriorly and inferi- 
orly, at the end of deep inspiration. The liver was not palpable. There were no 
palpable abdominal masses. A few shotty nodes could be felt in the left axilla; 
there were no other adenopathies. The biceps, triceps and pronator teres reflexes 
were normal; the knee reflexes were exaggerated. Pelvic examination (Dr. 
Frank Smith) showed a normal uterus and adnexae. 

The left breast was smaller than the right, but was otherwise normal. There 
were no palpable masses in the substance of the right breast. Both breasts con- 
tained an unusual quantity of milk, 15 cc. being obtained from the right breast 
by the use of a breast pump. The right nipple was the site of a single, irregularly 
shaped ulcer, 2.5 by 3 cm. The edge of the ulcer was definitely sharp, and the 
induration was such that it could be picked up like a button. There was no deep 
induration beneath the nipple. A serosanguineous discharge constantly came from 
the reddish-gray surface of the ulcer. A presumptive diagnosis of Paget’s dis- 
ease of the nipple was made, because of its clinical appearance. 


Fig. 1—Tertiary syphilitic ulcer of the nipple. 


Laboratory Reports—A dark-field microscopic examination of the exudate 
was negative for Spirochaeta pallida. The hemoglobin precentage was 80. The 
blood count was: 4,120,000 red blood cells; 6,800 white blood cells, with a differ- 
ential white count of 69 per cent polymorphonuclear leukocytes, 6 per cent large 
lymphocytes and 25 per cent small lymphocytes. Three Wassermann tests for 
syphilis, with alcoholic and cholesterinized antigens, gave positive results (4+) 
during a time interval of five months. 

Pathologic Histology—A biopsy was performed on the edge of the ulcer. 
Microscopically, there was evidence of chronic inflammation; the lymphocytic and 
plasma cell infiltration and the presence of multinucleated giant cells were con- 
sistent with syphilis (Ewing) (fig. 2). 

Course-—The intravenous administration of neoarsphenamine was _ started 
immediately. A remarkable improvement in the ulcerated nipple was noted seven 
days after the antisyphilitic treatment was begun. The nipple was completely 
healed after the sixth intravenous injection of neoarsphenamine, which response 
practically constitutes a positive therapeutic test (fig. 3). Five months later, 
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Fig. 2.—Photomicrograph of syphilitic ulcer of the nipple. The lymphocytic 
and plasma cell infiltration, the vascular changes and the presence of giant cells 
are consistent with syphilis. 


Fig. 3.—Appearance of breast after ulcer healed subsequent to neoarsphenamine 
therapy. 
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there was no local evidence of disease, but the Wassermann reaction remained 

strongly positive. Treatment is being continued by alternating a series of injec- 

tions of neoarsphenamine with the intramuscular use of a bismuth preparation. 
The final diagnosis was tertiary syphilitic ulcer of the nipple. 


COMMENT 

The primary and presumptive diagnosis of Paget’s disease of the 
nipple was incorrect. Syphilologists, however, have commented on 
the simulation of Paget’s disease to syphilis of the nipple (Walker *). 
In 1903, Fournier* misinterpreted this simulation and gave his 
erroneous opinion that Paget’s disease of the nipple was a late mani- 
festation of syphilis. 

In a previous report, one of us (F. E. A.') gave twelve important 
criteria in the differential diagnosis of mammary gumma and carcinoma: 

1. There is the anamnesis, including the history of exposure, the 
knowledge of the primary and secondary syphilitic lesions, the history 
of miscarriages, the previous treatment, etc. 

2. Other syphilitic manifestations are present, either acquired or 
congenital. 

3. The syphilitic ulcer has a definite sharp edge which is not com- 
parable to that of an infiltrating carcinoma. 

4. In tertiary syphilis, there is at first no discoloration of the skin; 
later, owing to pressure against the dermal vessels and capillaries, the 
overlying skin takes on a faint blush, then a bluish-red, then a purple, 
then a bronze color, followed by necrosis and ulceration of the skin. 

5. The syphilitic lesion is fairly hard at first, but softens when cen- 
tral necrosis occurs. 

6. The gumma grows more rapidly than most tumors of the breast. 
Ulceration occurs at an earlier period than in the case of carcinoma. 

7. Local pain is usually more common than in carcinoma, but it is 
seldom severe. It becomes noticeable when the skin is breaking down. 

8. Palpable axillary lymphadenopathies are characteristic of both 
diseases ; their presence does not favor the diagnosis of carcinoma. 

9. The sex ratio is about the same for both diseases ; 97 per cent of 
the patients with syphilis and 98 per cent of those with carcinoma are 
females. 

10. The syphilitic granuloma is easily distinguished from carcinoma 
and from Paget’s disease of the nipple by the microscopic examination 
of tissue removed from the ulcerated lesion. 


2. Walker: Bull. et mém. Soc. de chir. de Paris 40:783, 1914. 
3. Fournier: Bull méd. Paris 17:301, 1903. 
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11. A positive Wassermann reaction may obscure the correct diag- 
nosis in syphilitic women who have a true case of mammary cancer. 

12. A complete therapeutic response to doses of arsphenamine and 
mercury solves the diagnostic riddle, but is a somewhat dangerous 
measure, because of the loss of invaluable time if the lesion is an 
operable cancer. 


THE CLASSIFICATION OF MAMMARY SYPHILIS 


1. The Primary Chancre-——The chancre of the breast is charac- 
terized by its location on the nipple, its multiple occurrence and its 
common bilateral distribution. It is the most frequent type of syphilis 
of the breast. In 1497, shortly after the return of Christopher Colum- 
bus, a Spanish physician, Gaspard Torella, wrote: “I have often seen 
an infant suffering from this disease infect many nurses.” Ambroise 
Paré cited an instance of a syphilitic wet-nurse who infected a nursing 
infant, who in turn infected its mother, who later infected her husband. 
The child died, and the nurse was soundly whipped for infanticide.‘ 
This lesion, common and almost epidemic in the days of wet-nursing, is 
now produced occasionally by the lover with intra-oral mucous patches. 

2. The Secondary Stage—Mucous patches may occur about the 
nipple, and the skin of the breast is frequently involved in the secondary 
eruption. 

3. The Tertiary Form.—This is the rare type and the one with 
which we are most concerned. The gumma of the breast has a notorious 
reputation for destructiveness, the nipple frequently being ablated. It 
is said that trauma predisposes to the development of the tertiary lesion 
at the site of the injury. Our patient, however, gave no history of 
injury to the affected nipple. There are two gross subdivisions of 
tertiary mammary syphilis: 

(a) The intraparenchymatous group. Fitzwilliams* subdivided 
this group into five forms, as follows: sclerosing interstitial 
mastitis, caseating lobular mastitis, ordinary gumma, massive 
gumma and small multiple gumma. 


(b) The subcutaneous form. This type is subareolar; it ulcerates 
early and frequently simulates Paget’s disease. It is typified 
by the case report herein presented. 


SUMMARY 


A report is given of a tertiary syphilitic ulcer of the nipple, which 
simulated Paget’s disease. The diagnosis was verified histologically and 
serologically. A local cure was effected by neoarsphenamine therapy. 


4. Fitzwilliams, D. C. L.: On the Breast, St. Louis, C. V. Mosby Company, 
1924, 
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MONILIA OF THE TONGUE 


REPORT OF AN INSTANCE WITH ASSOCIATED SKIN LESIONS 
( MONILIATID ?) * 


KENDAL FROST, M.D. 


H. SUTHERLAND-CAMPBELL, M.D. 
AND 
O. A. PLUNKETT, Pa.D. 


LOS ANGELES 


History.—W. D. B., aged 36, presented himself complaining of a disorder of 
the tongue, the face, the right axilla and both groins. The condition had been 
present on the tongue for six years. Shortly afterward, an eruption appeared on 
the face. There was no further development until two years before presentation, 
when lesions appeared in both groins and under the right arm. About a year 
before he was seen, he began having diarrhea, with white, frothy stools. This 
continued until one month before presentation, when he became constipated, but 
the white froth persisted in the stool. The subjective symptoms had been slight. 
The tongue was somewhat tender, but did not bother him unless his food was 
hot, or highly seasoned. There was slight itching of the face and groins, but 
the patient stated that he usually would not have been conscious of the lesions 
if he had not been able to see them. He had gradually lost between 15 and 20 
pounds (6.8 and 9 Kg.) during the past six years. The teeth had been extracted 
five years before presentation. 

He had measles and whooping cough in childhood and spinal meningitis (?) 
three times: at the ages of 6 months, 10 years and 18 years. He had influenza 
in 1918. Except for the present illness, he had been well for the past eighteen 
years. He was married and had two children, his family being in good héalth. 
At no time had any of the family shown symptoms resembling the present 
condition. 

The man was poorly nourished and of medium stature. The general physical 
examination gave negative results, with the exception of the skin and the oral 
mucous membrane. The tongue was about twice its normal thickness. It was 
marked by several deep fissures. The papillae were absent. The dorsal surface, 
the sides and to a certain extent the under surface were covered with a shiny, 
gelatinous, translucent, whitish membrane, which could be picked off in shreds 
without leaving a bleeding surface (fig. 1). There was a similar patch inside each 
labial commissure, and patches on the gums. All the teeth had been extracted. 
The face presented a diffuse, pale erythema, with moderately fine scaling, prob- 
ably seborrheic dermatitis. In the right axilla was a dark purplish-brown, 
infiltrated, nodular plaque measuring about 3 by 6 cm. (fig. 2). On the inner 
upper aspect of each thigh, underlying the scrotum and slightly larger in extent 
on the left than the right side, was a dusky brownish-purple patch (fig. 3). The 
lower outer margin was crescentic and fairly sharp, and the upper part gradually 
faded into the normal skin. This appearance was given by numerous closely set 


* Submitted for publication, March 28, 1929. 
* Read at the Fifty-Second Annual Meeting of the American Dermatological 
Association, San Francisco and Del Monte, Calif., July, 1929. 
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Fig. 1.—Appearance of the tongue. ig. 2—Appearance of the right axilla. 


Fig. 3.—Appearance of the groins. 
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infiltrated papules varying in size from that of a pinhead to that of a split pea, 
slightly raised above the surrounding skin. In the upper portion of each patch 
the papules were more widely separated, and appeared discrete, but near the lower 
margin they were so closely set that they became apparent only when the skin 
was stretched. 

Microscopic examination of shreds from the mucous membrane revealed 
numerous yeastlike bodies and mycelial elements (fig. 5). Scrapings from the 
lesion on the groin were negative for yeasts and fungus forms. Cultures from 
the mouth produced an organism described later in the paper. The cultures from 
scrapings and a piece of tissue from the groin developed only the ordinary 


Fig. 4—Culture from tongue on Sabouraud’s medium. 


staphylococci and streptococci, on both plain agar and Sabouraud’s medium. 
Microscopic examination of the stool revealed numerous yeastlike bodies and 
mycelia, but cultures failed to develop any organism similar to that found in the 
mouth. We believe that Monilia was present, however, but that it was overgrown 
by other more rapidly growing and perhaps culturally inhibiting organisms. A 
rapidly growing blue mold had interfered with all the cultures. 

Pathologic Report—A small strip of skin was taken for examination. No 
nodules were visible in the fixed specimen. Microscopically, there was a small 
area of thickening in the horny layer, and the stratum granulosum was thinned 
at this point. The stratum germinativum contained a few vacuolated cells. The 


> 
A 
iJ 
q 


814 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


basal layer of cells contained fine granules of brown pigment. There was an 
occasional round cell and plasma cell in the papillae. The superficial layers of the 
corium contained a few small collections of round and plasma cells. Hematoxylin 
and eosin, Giemsa and Gram-Weigert stains were made. No fungi were seen in 
any of the preparations. 

The condition was diagnosed as slight chronic inflammation (Drs. Brem, 
Zeiler and Hammack). The blood pressure was: systolic, 93; diastolic, 60. The 
blood count revealed: red corpuscles, 4,680,000; white corpuscles, 5,247; hemo- 
globin, 75 per cent (Dare); neutrophils, 61 per cent; lymphocytes, 39 per cent. 
All the red blood cells were normal. 

Morphology (Dr. O. A. Plunkett).—The organism was a species belonging to 
the fungus genus Monilia persoon. This genus is a relatively large one, contain- 
ing numerous species pathogenic to man and plants, as well as many saprophytic 


Fig. 5.—Mycelia in a shred from the tongue. 


forms. It is characterized by having a hyaline mycelium, and by producing large, 
hyaline or light colored, lemon-shaped conidia in chains by abstriction from the 
ends of simple or slightly branched conidiophores. The perfect, or ascigerous 
stage, is known for many of the species pathogenic for plants, many of which are 
conidial forms of the ascomycete genus Sclerotinia. No ascigerous stages have 
been observed for the species pathogenic to man. Species of this genus are liable 
to be confused with those of the genus Oidium. The plant parasites of the genus 
Oidium are separated from those of Monilia in that they grow only on the surface 
of .the.living.plants, while the Monilia species live embedded within the substratum 
of the host. Castellani found that forms of Monilia pathogenic for animals 
ferment dextrose and other carbohydrates with the production of gas, while those 
of Oidium do not produce gas in carbohydrates. The conidia of species in both 
genera, when living on agar cultures, become yeastlike and multiply by budding, 
so that in some species a prolonged search is necessary to find typical mycelium 
and conidiophores. 
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The present form, when growing on Sabouraud’s agar, produced little mycelium, 
which was confined within the agar. The surface growth was composed of yeast- 
like, budding conidia (fig. 6). In liquid mediums, such as sugar-broth cultures, 
abundant branching mycelium was produced, bearing chains of conidia (fig. 7). 
The conidia varied in shape from elongate oval to round and in size from 2 to 3 
by 3 to 6 microns. The budding yeastlike cells often became enlarged when they 
began to bud or germinate, to form a mycelium or conidiophore (fig. 8). The 
yeastlike conidia had a thin cell wall covered on the inside by a thin layer of 
granular cytoplasm. The nucleus was quite large, and either lay embedded in the 
parietal cytoplasm or was suspended within the large vacuole in the center of the 
cell by thin cytoplasmic strands. Frequently, smaller bodies that took up 
the nuclear stain were seen in the cytoplasm (fig. 8). Their nature was unknown. 
The young conidia and buds were nonvacuolate, but as they grew older the larger 
part of the interior of the cell became vacuolate. A disjunctive apparatus between 
the catenulate conidia was sometimes present and sometimes absent. 


Fig. 6.—Yeastlike conidia in a hanging drop culture of broth, showing relative 
size of cells and characteristic budding. 


Cultural Characters: The fungus grew rapidly on dextrose agar, forming a 
circular white colony which glistened slightly, with a convoluted, raised surface of 
hollow tubular convolutions due to gas formation. This convoluted character 
was quite distinct, and appeared on Sabouraud’s agar and on dextrose agar, both 
in plate cultures and on slants (fig. 4). The growth on dextrose agar consisted 
mainly of budding conidia with numerous branching mycelial filaments, and had 
a sticky consistency. There was no evidence of the surface becoming hardened 
into a tough pellicle, as is found in several species of Monilia. Cultures grew 
best if they were allowed to remain in the incubator at 32 C. for forty-eight hours 
after inoculation, and then removed to room temperature. 

Gas was produced by the organism in dextrose, levulose and maltose broth 
cultures. In an ordinary fermentation tube containing 35 cc. of 1 per cent sugar 
broths, 12 cc. of gas was produced in dextrose, 10 cc. in maltose and 15 cc. in 
levulose, seventy-two hours after inoculation. Growth of the organism and pro- 
duction of gas are much slower in maltose broth than in dextrose or levulose. 
Gas was not produced in 1 per cent solutions of galactose, saccharose, lactose, 
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Fig. 7—An unstained preparation from liquid culture medium, showing 
mycelial structure, branching and conidial formation. 


Fig. 8—Mount from Sabouraud’s agar stained in iron alum hematoxylin. 
A, cytologic features of individual cells and filaments; B, typical Monilia conid- 
iophore with conidia, showing the disjunctive apparatus. 
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dextrin and inulin, although the fungus grew well and produced abundant 
mycelium and budding conidia. Litmus milk was unaltered by the growth of the 
organism. The organism grew well on sterile potato plugs and produced a growth 
similar to that on agar, but darker. Growth was slight on corn meal agar. 


Taxonomy (Dr. O. A. Plunkett).—The morphologic differences between species 
of Monilia are usually slight, and those that do exist have not been well observed 
and recorded. For this reason, Castellani has proposed separating them on their 
biochemical characters. Since the organism in question ferments with gas only 
dextrose, levulose and maltose and does not clot litmus milk, Castellani’s system 
shows that it corresponds biochemically with Monilia pinoyi Castellani. 

This species was originally isolated from sputum by Castellani. He’ has since 
found this organism to be the cause of the greater number of cases of thrush 
found in the temperate zone. 


Fig. 9.—Stained preparation of Monilia pinoyi of Castellani, from culture on 
Sabouraud’s medium. 


A comparison of the present strain with a culture of Monilia pinoyi Castellani, 
no, 752, from the American Type Culture Collection, shows a few slight differences 
in the growth on agar and in the appearance of the conidia. These differences 
are slight and are not greater than those often shown by different cultures of the 
same organism, and could easily have been brought about by the continued growth 
of culture no. 752 on artificial mediums. Since the biochemical characters are 
identical and the morphologic differences are so slight, we may consider this 


organism as being Monilia pinoyi Castellani. 


1. Castellani, A.: Fungi and Fungous Diseases, Arch. Dermat. & Syph. 17: 
61 (Jan.); 194 (Feb.); 354 (March) 1928. 
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COMMENT 


Clinically and microscopically, the tongue and the general picture in 
this case are that of Monilia infection or sprue. Several instances of 
infection of the mouth of this type have been reported, notably by 
Zeisler? and Engman and Weiss.* Shelmire* and Greenbaum and 
Klauder * have also discussed quite fully various yeast infections of the 
skin. 

The involvement of the face, axilla and groins here is of special 
interest. It seems plausible to assume, considering the lack of positive 
observations in these lesions, both microscopically and culturally, that we 
may be dealing with lesions produced by absorption from the primary 
focus of infection, comparable to trychophytids and epidermophytids. 
May we thus not call this an instance of moniliid? Monilia infection 
of any sort is unusual in adults in temperate climates. With this compli- 
cation, even a single instance seems to merit recording. 


ABSTRACT OF DISCUSSION 


Dr. ArtHur W. SrtILLians, Chicago: I have read and listened to this paper 
with great interest because of the observation of Dr. Cleveland White, who treated 
a child, aged 1% years, with an eruption behind the ears, from which he cultivated 
Monilia. He gave the child one-eighth unit of x-rays, and within a few hours a 
marked scarlatiniform rash appeared on the body. This cleared up within about 
twelve hours, and within a little more than a week the original lesions cleared up. 
Dr. White was inclined to think it a moniliatid, brought on by the x-rays. 

Dr. Frep D. WetpMAN, Philadelphia: In this case it appears that the organism 
has been definitely identified on the tongue, and that on the other parts of the body 
it has not. This is interesting in respect to the lesions in the groin; from the 
illustration, it appears to me that the distribution there is such as one would 
expect in a case in which the organism was present. It would be most unusual, I 
think, for the eruption to be localized in this suggestive way as an allergic expres- 
sion, such as “moniliatid” implies. In cases of this sort, repeated examinations 
should be made for fungus. 

The other consideration in the case is whether the organism that was isolated 
was the one responsible for the condition in the mouth. The mouth is notorious 
for its rich flora; furthermore, in culture it is not at all to be expected that the 
same morphology should be produced as that which is present in the lesions—in 
the case of these fungus infections. Perhaps I may repeat ad nauseum if I insist 
that, in general, more attempts should be made by auto-inoculation to reproduce 
fungus and other lesions on the skin. On previous occasions I have indicated that 


2. Zeisler, E. P.: Monilia Infection of the Tongue, Arch. Dermat. & Syph. 
15:171 (Feb.) 1927. 

3. Engman, M. F., and Weiss, R. S.: Monilia Candida Infection of the 
Mouth, Arch. Dermat. & Syph. 1:119 (Feb.) 1920. 

4. Shelmire, B.: Thrush Infections of the Skin, Arch. Dermat. & Syph. 12: 
787 (Dec.) 1925. 

5. Greenbaum, S. S., and Klauder, J. V.: Yeast Infections of the Skin, Arch. 
Dermat. & Syph. 5:332 (March) 1922. 
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persons who already have a more or less extensive dermatitis cannot be harmed 
by adding a little bit to that which they already have. I am glad to say that in 
some quarters this practice is being carried out. I feel that in a field in which 
the morphology of the organism is so changeable one will have to support as much 
as possible the deductions made from morphology by also making tests of 
pathogenicity. We have gone some distance in experimentation on the derma- 
tologic aspects of mycology, but there still remains a most promising avenue; 
namely, by experimentation on tissues. Part of this knowledge will be gained 
from animal experimentation, but the best information will be obtained by inocula- 
tion into human beings. 

Dr. JaMes Herpert Chicago: One should be cautious in assuming 
that because there is a fungus infection on one part of the body every other lesion 
on the skin is of the same origin. I was struck by this receutly in a case of 
blastomycosis. I have repeatedly isolated blastomyces in this case, and on this 
particular occasion I got two cultures of yeast-like organisms identical with those 
of monilia, but no blastomyces were found. In Dr. Frost’s case it strikes me that 
as the ordinary eczema marginatum is so common in the crotch and axilla one 
should have more evidence than is presented here before one assumes that the 
lesions are the toxic effect of the monilia present in the tongue. 

Dr. Clark W. FInNerup, Chicago: I know that Dr. Frost has considerable 
doubt in his mind as to whether this is an associated toxic eruption, but it seems 
to me that it is not. The toxic eruptions due to absorption from yeast and true 
fungus foci are short-lived, usually lasting at the most only a few weeks, and 
the duration of the lesions of the face, axillae and groins in this case was several 
years. 

Dr. Joon E. LANE, New Haven, Conn.: I am particularly interested in the 
lesions in the groin and would like to know a little more about them. Were any 
bacterial cultures made from that locality? While it is unsafe to make a diagnosis 
from a photograph, there is nothing in the photograph or in the description of the 
lesions which would rule out dermatophytosis or a low grade staphylococcus 
infection. The failure to find fungi does not rule out epidermophytosis. 

Dr. Frost: Answering Dr. Lane’s question, numerous scrapings and cultures 
made from the lesion in the groin were negative for fungi. The biopsy was disap- 
pointing. Serial sections were made. Pieces of the tissue taken from the biopsy 
were used for culture purposes, and I wonder whether all the lesion was not used 
up in that manner so that none of the active process was in the material cut. 
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YAWS (FRAMBESIA TROPICA) AS OBSERVED 
IN HAITI* 


HOWARD FOX, M.D. 
NEW YORK 


The disease known as yaws or frambesia tropica is of great economic 
importance in certain tropical regions where it is endemic. It is also 
an important disease on account of its relationship to syphilis. An 
extraordinary opportunity is now offered for Americans to study yaws 
in the Republic of Haiti, a country which is close at hand and which is 
temporarily under the protection of the United States. Yaws is still 
extremely prevalent in the interior of the country, though it is steadily 
diminishing through the untiring efforts of the medical officers of the 
United States Navy. 

An idea of the extent of the disease is given by the annual report 
of the director of public health, Commander K. C. Melhorn, who stated 
that during the past year nearly 178,000 patients were treated with 
neoarsphenamine, bismuth, etc., for “treponematosis.’’ The latter term, 
it may be said, is used to include both yaws and syphilis, the majority 
of the cases being yaws. At present, few of the early manifestations 
of yaws are seen in the cities, and to study them it is necessary to visit 
the rural dispensaries. I had an opportunity to do this recently through 
the invitation of Commander Melhorn, who gave me all possible assis- 
tance. On visits to the rural clinics, I accompanied either Dr. Wilson, 
Dr. Mathis or Dr. Tatum of the Naval Service, all of whom had had 
an extensive experience with yaws. My own previous experience had 
been confined to a study of one case’ in New York, that of a woman 
from the West Indies. 


CUTANEOUS LESIONS 


My main object in this communication is to give a brief description 
of the cutaneous lesions of yaws from the standpoint of one who is 
familiar with diseases of the skin, especially syphilis. It was difficult 
to obtain histories of much accuracy on account of the lack of education 
of the rural natives. Many of the children came to the clinic without 
their parents and were seldom able to give a reliable history. When 


* Submitted for publication, Aug. 22, 1929. 

* Read before the Section on Dermatology and Syphilology at the Eightieth 
Annual Session of the American Medical Association, Portland, Ore., July 11, 
1929. 

1. Fox, H.: The Prevalence of Yaws (Frambesia Tropica) in the United 
States, Arch. Dermat. & Syph. 6:657 (Dec.) 1922. 
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questioned about the time of infection with yaws, the natives from the 
country districts showed no attempt at dissimulation, as they did not 
consider that any disgrace was attached to the disease. The older 
patients often gave a definite answer regarding the first appearance of 
yaws, pointing to a region such as the ankle where the first or most 
noticeable lesion (the mother yaw) had appeared. They were rarely 
able, however, to give more than a vague idea about the exact duration 
of the infection. _Yaws was observed in both sexes and at all ages, the 
early manifestations being seen chiefly in children and adolescents, and 
to a less extent in young adults. All stages of the disease were observed 
in the rural districts, whereas the cases at the General Hospital in 
Port-au-Prince were almost entirely of the tertiary stage. 

From observations in the rural clinics I was quickly convinced that 
the cutaneous manifestations of yaws in Haiti closely resembled syphilis 
in some respects and differed rather strikingly, though perhaps not 
fundamentally, in others. It was evident that the disease was not 
venereal in origin, as none of the patients apparently presented initial 
lesions of the genitals. In no case was there any lesion which suggested 
the appearance of a syphilitic chancre. The lack of personal hygiene, 
the practice of sleeping in closely crowded huts and the frequent trau- 
matism in a population going barefoot offered every opportunity for 
extragenital infection. The promiscuous sexual life of the rural natives 
(90 per cent being unmarried), on the other hand, offered equal oppor- 
tunity for genital infections which were, however, conspicuously absent. 

Like others who have observed yaws, I was impressed with the 
appearance and course of the so-called initial lesion or “mother yaw,” 
the typical secondary eruption of frambesiform type, the so-called “crab 
yaws” of the soles, the absence of lesions of the mucous membranes 
during the early stages and the fact that late destructive lesions of skin 
and bones were indistinguishable in appearance from those of syphilis. 
Other less important differences or similarities between the two diseases 
will be considered later. 

The mother yaw, or “mamman pian,” as the natives call it, seldom 
left much of a trace after its involution, so far as I could judge. As 
a rule, nothing more than slight atrophy or partial depigmentation was 
noted. In some cases, no trace of the lesion could be seen. At times 
the mother yaw had preceded the subsequent eruption by several weeks 
or months. At other times the mother yaw appeared to be merely a 
tumor-like enlargement of one of many lesions which had appeared 
simultaneously. Except for its size, the mother yaw did not differ from 
the ordinary smaller yaw. In one case it was said to have been present 
for ten months. 
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Fig. 1—Primary or “mother yaw” in a girl, aged 3 years. 


2.—Severe secondary 
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The characteristic early granulomatous eruption of yaws was unlike 
any manifestation of syphilis that I had ever seen in negroes. The 
lesions apparently developed from papules and became covered with 
adherent yellowish crusts, well described by others as being cheesy and 
amber-colored. The yellowish color was, to my mind, the most striking 
feature. 1 removed several crusts and found that this could be done 
with little pain, though the lesions were not entirely insensitive. On 
removal of the crusts there was a little oozing of blood. In some cases 
the eruption was scant and in others profuse. The face and genital 
region were the most common locations, though in some cases there was 
an extensive eruption on the trunk as well as on the extremities. In two 
cases there were lesions of the scalp, which are said to be unusual. | 
gained the impression that the lesions of yaws tended to fungate much 
more than in syphilis. They acted somewhat like moist papules and 
condylomas, except that they were not confined to areas in apposition. 
Furthermore, they did not present the smooth, glazed, moist and grayish 
surface of syphilitic moist papules. Surrounding some of the well 
developed typical yaws there were often small papules that suggested a 
corymbiform syphilid. In only a few cases was there any tendency to 
a circinate configuration, the so-called “ringworm yaws.” 

One of the fairly common and most interesting manifestations was 
the “crab yaw,” as it is called in Haiti. This is a persistent hyper- 
keratotic condition of the soles, which is also said to occur at times on 
the palms. The name is derived from the fact that the lesions are often 
painful and cause the patients to limp and “walk like a crab.” Two 
varieties occur, the “dry crab” and the “wet crab,” the former being 
much more common among the patients whom I observed. The erup- 
tion appeared as a patchy or more or less diffuse hyperkeratosis asso- 
ciated with painful fissures and a varying degree of pyogenic infection, 
the latter constituting the wet crab. The eruption was nearly always 
bilateral and at times fairly symmetrical. In one case the lesions were 
almost completely symmetrical and serpiginous, with a sharply demar- 
cated, advancing border and partial healing in the center. As 
Dr. Carriés,? one of the local physicians, wrote, “the peasant makes a 
sharp distinction between yaws and the crab.” He said that he has 
often heard them say, “I do not have yaws but I have the crab.” Crab 
yaws appears to me to be somewhat analogous to a late secondary 
syphilid. Some of the lesions suggested a tertiary squamous syphilid 
of the sole, but unlike this form of syphilis, the yaws lesions were 
usually bilateral. They apparently occurred soon after the disappear- 
ance of the general eruption and at times while this was still present. 
They frequently persisted for months or years. The universal custom 


Carriés: Le pian en Haiti, Bull. Soc. de méd. d’Haiti 2:109 (July) 1928. 
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3.—Severe secondary yaws in a common location. 


Fig. 4—Secondary yaws in a mother and child. Profuse eruption on the 
scalp, an unusual location. 
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among the rural natives of going barefoot and walking great distances 
seemed to be a causative factor of crab yaws and certainly of the 
pyogenic infection. 

The almost total absence of lesions of the mucous membranes during 
the early (secondary) period has been noted by all familiar with yaws. 
It was true of the cases that I saw and had been the invariable experi- 
ence of the naval officers who had examined thousands of patients. The 
mucous membranes were spared in spite of the fact that the adult natives 
smoked, though they did not chew, tobacco. 

Some pronounced differences in the early stages of yaws and syphilis 
have been discussed. In the late (tertiary) stage, certain manifestations 
were so similar, however, that they could not be clinically differentiated. 


Fig. 5.—“Crab yaws,” a hyperkeratotic manifestation often associated with 
pyogenic infection. 


This was true of the cases involving the skin, mucous membranes and 
bones. The distinction could be made only on the basis of a history of 
previous infection or the locality in which the patient resided, syphilis 
being chiefly observed in the urban and yaws in the rural communities. 
The impossibility of differentiating the two diseases is well illustrated 
in figure 6, which shows a sharply defined, punched out, reniform ulcera- 
tion of the popliteal space, with little surrounding evidence of inflam- 
mation. In the United States, such a case would be considered as a 
classic, ulcerating, gummous syphilid ; yet this patient apparently suffered 
from yaws. He gave a positive history of a mother yaw and a negative 
history of venereal disease, and he came from a rural district. 
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Other patients whom I saw were apparently suffering from unilateral 
osteoperiostitis, with fungating cutaneous gummas of the leg. Such 
cases were clinically indistinguishable from those of syphilis, but from 
the history seemed to be yaws. The same was true of destructive lesions 
of the mucous membranes, such as those of the nasal septum and palate. 
Severe types of mutilating tertiary lesions were noted, similar to cases 
of syphilis which are not often seen at the present day, though more 


Fig. 6.—Tertiary yaws. Ulcerating gumma clinically indistinguishable from 
syphilis. 


Fig. 7.—Tertiary yaws, showing elephantiasic changes of the foot. 


common a generation ago. In a few patients with ulcers of the legs 
there was an enlargement of the foot, suggesting either mycetoma or 
so-called mossy foot (fig. 7). 

The manifestations of syphilis are noted for their protean character, 
whereas the eruptions of yaws are said to be less varied. The papules 
and the amber-colored, crusted lesions previously described are, how- 
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ever, not the only ones to appear in the early stages. In a number of 
cases I saw a more or less generalized eruption consisting of tiny flat 
miliary papules grouped in patches of various sizes (from 1 to 3 inches 
[2 to 7 cm.] in diameter). Some of the patches were covered with 
branny scales which masked their papular character, while others were 
also partially depigmented. The papules were smaller than those of 
lichen planus and lacked their shiny surface and violaceous color. This 
eruption corresponded with the scaly type described by writers on yaws 
as the first general eruption to appear. In all of the cases in which it 
was present, there were also lesions of typical granulomatous yaws. 
An excellent illustration of this eruption has recently been published by 
Schobl, Sellards and Lacy,* whose patient was observed in the Philip- 
pine Islands. The authors speak of it as an unusual manifestation and 
term it a “keratoid” eruption, from its similarity to keratosis pilaris. 
The illustration, to my mind, rather simulates lichen scrofulosorum. 
Furthermore, in my experience this eruption was not extremely rare. 

Unusual cutaneous manifestations included lesions of the palms, 
scalp and nails. In one case, in a child, there was a symmetrical erup- 
tion of pea-sized scaly macules that were precisely similar to the early 
palmar syphilid. An excellent illustration of this condition is also 
reported by the Philippine observers mentioned who found it rare. 
Involvement of the scalp, which is said to be unusual, was noted in two 
patients. One was an adult with a few lesions associated with a general 
eruption, and the other a baby with many lesions of the scalp whose 
mother also presented an extensive eruption (fig. 4). In two cases, 
painful paronychia of several fingers or toes was noted. 

Certain characteristic skin lesions of early syphilis were not present 
in the cases of yaws which I observed. In no case did I see anything 
resembling the ordinary macular eruption (roseola) of early syphilis, 
nor did I see any case of the vitiligoid (wrongly called pigmentary ) 
sphilid which occurs about the neck in women. This would not, how- 
ever, be especially significant, as it is a rare manifestation in syphilis. 
Also, there was no case of the patchy, moth-eaten type of alopecia of 
sufficient extent to attract attention. 

I was particularly anxious to see whether yaws simulated the annular 
papular syphilid which is common enough in negroes to constitute, in 
my opinion, a racial peculiarity. That the secondary lesions of yaws 
may, however, be annular (so-called ringworm yaws) is well known; a 
good example of this eruption was shown by Castellani and Chalmers.‘ 


3. Schébl, O.; Sellards, A. W., and Lacy, G. R.: Some Protean Manifesta- 
tions of the Skin Lesions of Yaws, Philippine J. Sc. 30:475 (Aug.) 1926. 

4. Castellani, A., and Chalmers, A. J.: Manual Trop. Med., ed. 3, New 
York, William Wood & Company, 1919. 
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In only two cases, however, did I see any more than a suggestion of the 
curious annular eruption which is often seen in negroes suffering from 
syphilis. On a previous casual visit to Haiti, | saw a well marked case 
of this type, but the patient lived in Port-au-Prince and had a typical 
initial lesion of syphilis. 

In one case there was an extensive eruption which involved the 
eyelids, almost closing the eye. No cases of iritis were seen, which 
accords with the general experience of other observers. 


OTHER MANIFESTATIONS OF YAWS 


The frequent occurrence of anemia and fever in the early stages 
could not be ascertained in the time at my disposal. I can merely say 
that the majority of the patients seemed to be in as good general health 
as the average syphilitic patient. Several patients, however, particularly 
one boy (fig. 2), looked and acted decidedly ill. 

Enlargement of the lymphatic glands, including those in anatomic 
relationship with the mother yaw, was somewhat similar to that in the 
early stages of syphilis, although less pronounced. The glands were firm 
and painless and did not suppurate. 

Itching was not noted, as judged by the absence of scratches. While 
it is said that the outbreak of the secondary lesions is more often accom- 
panied by itching than in syphilis, I can say merely that in my brief 
experience I found the lesions of yaws to be as essentially nonpruritic 
as those of syphilis. 

In regard to the neurologic manifestations of yaws, it was stated by 
Parsons ° that in spite of the great prevalence of yaws and syphilis in 
Haiti, tabes and paresis do not occur. This, he thought, is most logically 
explained by the fact that malaria is universal in Haiti. Comparative 
examinations of the spinal fluid were made by Parsons in thirty-three 
cases of yaws and in thirty of syphilis. The Wassermann reaction was 
negative in all the cases of yaws and positive in 13 per cent of the cases 
of syphilis. While the syphilitic cases showed a greater number of 
positive reactions, he considered the number of cases too small to form 
the basis for definite conclusions. He also stated that while lesions of 
the spinal cord (other than tabes) occurred in the syphilitic group, many 
similar lesions had been previously noted in cases of yaws in Haiti. 

As cardiovascular involvement is generally considered to be infre- 
quent in yaws, it may be of interest to record the following information 
regarding aneurysms. Lieutenant Commander R. M. Choisser,® the 
pathologist at the General Hospital in Port-au-Prince, stated that 


5. Parsons, R. P.: Spinal Fluid in Tropical Syphilis, U. S. Nav. M. Bull. 


26:916 (Oct.) 1928. 
6. Choisser, R. M.: Personal communication to the author. 
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among 722 consecutive necropsies during the past three years, there had 
been ten cases of yaws. Eight of these showed definite aneurysms of 
the aorta. All of these patients were from the rural districts, all had 
shown clinical pictures of yaws and none had given a history of syphilis. 

In the great majority of cases of yaws which I saw in children, the 
disease was manifestly acquired. I was on the lookout for stigmas such 
as interstitial keratitis, Hutchinson’s teeth, saddle nose, etc., but saw no 
definite lesions similar to those which occur in congenital syphilis. In 
the destructive (tertiary) lesions of the skin, mucous membranes and 
bones that occurred in children, the differentiation between yaws and 
syphilis might well be difficult, as Léon’ stated. The history in such a 
case, he added, would be of great assistance, provided that it included 
information about the mother yaw, the presence of infectious lesions in 
those in contact with the child, the question of residence in urban or 
rural communities and the maternal history of abortions or stillbirths. 


MICROSCOPIC AND ROENTGEN OBSERVATIONS 


Microscopic Examination.—Tissue from two cases of secondary and two of 
tertiary yaws was excised, and microscopic examinations were made by Dr. 
Walter J. Highman. Under low power magnification, the striking feature was 
the enlargement of the papillae, prevailing in all diameters. There was a cor- 
responding modification of the contour of the epidermis. In some places the 
pegs were wide and long, and in others narrow. They fused, cutting off the 
papillae as islands. In the epidermis were collections of pus cells (small 
abscesses). The papillae, whether snared off or not, and the upper half of the 
corium proper contained an infiltration that was sharply limited below in a 
roughly horizontal line. Within the confines of the infiltration, the veins were 
engorged. The collagen fibers in the papillae were separated by edema. High 
power magnification showed that the epidermis was crusted. Many of the rete 
cells were vacuolated. There was a tendency to edema in and among the rete 
cells. A marked tendency to hyperkeratosis was found. The miliary abscesses 
contained pus cells. The infiltration was composed chiefly of plasma cells less 
densely grouped in the papillae than in the corium, where they suggested a mosaic 
inlay. In one section, giant cells were found, in another the vascular changes 
roughly suggested syphilis, but in all the intima and media were swollen. No 
productive inflammation, however, was found in the vessels as in syphilis. 


Comment: The changes in the epidermis were merely what is found 
in all proliferating infective granulomas. Schamberg and Klauder * and 
Schiffner demonstrated Spirochaeta pertenuis in the abscesses. Blasto- 
mycetes and sporotricha are similarly situated in the respective lesions 
which they occasion. The infiltration in yaws is characteristic in that 


7. Léon, R.: Le diagnostic differential entre la syphilis et le pian, est-il 
possible? Bull. Soc. de méd. d’Haiti 2:113 (July) 1928. 

8. Schamberg, J. F., and Klauder, J. V.: A Study of a Case of Yaws 
(Frambesia Tropica) Contracted by an American Soldier in France, Arch. Dermat. 
& Syph. 3:49 (Jan.) 1921. 
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it is horizontally delimited below and is a plasmoma. All authors agree 
on this point except White and Tyzzer, who found no plasma cells. 
Giant cells are rare. The vascular changes are unlike those in syphilis. 
The infiltration is not subdivided into tubercles and is not intimately 
related to productively inflamed blood vessels, as in syphilis. It lacks 
the giant cells of tuberculosis, and numerically its plasma cells exceed 
those of syphilis. Moreover, the plasma cells seem more succulent and 
larger than those in syphilis. 

Dr. Highman concluded that the lesion of yaws was an edematous 
verrucous plasmoma. 


Roentgenologic Examination—As peculiar changes in the bone in yaws have 
been previously shown by roentgenograms, the following case from Haiti may 
be of interest. Clinically there was a saber-like protrusion of the middle of the 


Fig. 8—A case of tertiary yaws, with osteitis and a fungoid lesion of the soft 


parts. Process is shown to originate from the marrow. The cortex is greatly 
thickened, but apparently is not interrupted. No evidence of periostitis is visible. 


tibia on which was a large fungating hemispherical swelling of the soft parts. A 
roentgenogram (fig. 8) was submitted to Dr. L. T. LeWald and Dr. Gustav 
Bucky of New York, who stated that the changes in the bone were unusual, but 
were not, in their opinion, syphilitic. The roentgenogram showed a tumor of the 
tibia originating from the bone marrow and causing a protrusion of the cortex 
which was markedly thickened but not interrupted. No proliferative periostitis 
(calcification) could be detected. The thickened cortex suggested syphilis, but 
the apparently intact periosteum and the protrusion from the marrow were against 
this diagnosis. 


The roentgenographic observation of Maul® in the Philippine 
Islands showed, in the majority of cases, a rarefying osteitis (osteo- 


9. Maul, H. G.: Bone and Joint Lesions of Yaws with X-Ray Findings in 
Twenty Cases, Philippine J. Sc., section B, Tropical Medicine 12:258 (Sept.) 1917. 
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porosis) originating in the interior of the bone with subsequent 
deformity. Osteoporosis was also noted by Soetomo and Eichhorn in 
Java? In 2 per cent of Maul’s cases there were nodular swellings on 
the surface with localized thickening of the cortex, a condition which 
would correspond to the case from Haiti described. Stannus ™ in his 
extensive review of yaws and syphilis considered the work of Maul 
important, as these conditions are often wrongly described as “‘perios- 
titis.” 
DIFFERENTIATION FROM SYPHILIS 

My experience in examining about 200 cases of yaws in ten days 
was sufficient to give only a general idea of some of the clinical mani- 
festations. I do not consider myself qualified to express an opinion on 
the relationship of yaws to syphilis, a question which has long been dis- 
cussed and which does not yet appear to have been entirely settled. 

The differentiation between the two diseases is given by many writers 
in parallel columns and apparently proves that yaws and syphilis are 
distinct diseases. The similarity in the morphologic appearance of the 
respective organisms (Spirocheta pallida and Spirocheta pertenuis), the 
identical response to the Wassermann test and the similar action of 
certain therapeutic agents are well known. Although the majority of 
writers agree that the organisms of the two diseases cannot be morpho- 
logically distinguished, a few, including Schamberg and Klauder (who 
quoted the opinions of others), feel that certain slight differences can be 
detected. While yaws responds like syphilis to arsphenamine (and allied 
drugs) and to bismuth, it is not favorably affected by mercury, in the 
opinion of most authorities. In fact, Castellani thought that the lack of 
response to mercury in the secondary, florid stage constitutes a little 
known but nevertheless valuable differential test. Both diseases are 
somewhat similar in their course, particularly in many of their clinical 
manifestations ; the majority of writers admit that those of the tertiary 
stage are indistinguishable. 

Certain clinical features of yaws differ rather strikingly from syphilis. 
These include the mode of infection (extragenital), the absence of con- 
genital yaws, the absence of lesions of the mucous membranes in the early 
stages and the rarity of involvement of the central nervous system. Other 
clinical differences of perhaps less importance are the type of initial and 
secondary granulomatous lesions,. the lessened tendency to visceral 
changes and the absence of iritis and alopecia. The general idea that 
cardiovascular lesions are absent or extremely rare would apparently 


10. Soetomo and Eichhorn: Geneesk. Tijdschr. Nederl. Indie 65:207, 1925. 


11. Stannus, H. S.: Yaws and Syphilis: A Critical Review, Trop. Dis. Bull. | 


23:1, 1926. 
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be disproved by the aforementioned cases of aneurysm observed in 
Haiti. Differences in microscopic changes and in lesions of the bones, 
as shown by roentgenograms, have been previously considered. 

While the great majority of authorities think that yaws and syphilis 
are separate entities, a few maintain that the viruses of the two diseases 
are identical. One of the most ardent champions of the latter view is 
Captain C. S. Butler of the United States Navy. Butler stated that he 
considered yaws an exanthem-like disease of the children of primitive 
people (“Stone Age childhood’) which, through improved personal 
hygiene, clothing and treatment, has been modified and changed to a 
venereally acquired disease. He cited the fact that what is known as 
syphilis is practically confined to the cities, while yaws is seen almost 
entirely in the rural districts. In other words, one disease seems to 
protect against the other, so far as the great mass of people is concerned. 
[f this were not true, Butler and Peterson '*? argued, how could one 
explain the “epidemiologic monstrosity” of an easily acquired venereal 
disease of cities which stopped at their outskirts and did not affect the 
rural population where sexual contacts are greatly multiplied? These 
authors said that the problem should be studied from the historical stand- 
point. They called attention to the absence of syphilis in Samoa and 
Guam where yaws is common and where opportunities have long been 
offered to infect the natives with syphilis by visiting sailors of all nations. 
The same applies to Haiti where free intercourse has been going on for 
over four centuries, “with every race of man on the face of the earth.” 

Certain differences between yaws and syphilis have been found in 
experimental work with rabbits. Pearce and Brown ™ observed a char- 
acteristic granular orchitis, following intratesticular inoculation with 
vaws, and Ikegami’ from recent research concluded that “a certain 
degree of evident difference’ exists between experimental yaws and 
syphilis in rabbits. The strongest evidence in favor of the duality of 
yvaws and syphilis appears to be the fact that inoculation of monkeys 
with the virus of one disease does not apparently produce immunity to 
the other. Cases are also on record in which human beings have appar- 
ently suffered from both yaws and syphilis. 


SUM MARY 


Impressions of yaws are given, based on the observation of about 200 
cases in rural dispensaries and in the General Hospital at Port-au- 


12. Butler, C. S., and Peterson, E.: Treponematosis as Seen in the Rural 
Population of Haiti, J. Lab. & Clin. Med. 12:670 (April) 1927. 

13. Pearce, L., and Brown, W. H.: Distinctive Characteristics of Infections 
Produced by Treponema Pertenue in the Rabbit, J. Exper. Med. 41:673 (May 1) 
1925. 

14. Ikegami, V.: The Clinical and Histological Features of Experimental 
Framboesia in Rabbits, Monograph, Actorum Dermat., B Series Syph., no. 1, 1927. 
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Prince, Haiti. The cutaneous lesions resembled those of syphilis in 
many respects but differed in others, though perhaps not fundamentally. 
Striking features were the extragenital mode of infection, the keratotic 
lesions of the soles, the absence of lesions of the mucous membranes in 
the early stages and the clinical identity of tertiary manifestations with 
those of syphilis. In addition to the classic granulomatous lesions, a : 
miliary papular eruption was not infrequently seen as an early manifesta- 
tion, which at times closely resembled lichen scrofulosorum. Yaws of 
the scalp was noted in two cases and severe paronychia in one. In one 
case showing a scaling macular eruption of the palms which was indis- 
tinguishable from that of secondary syphilis, the patient presented 
undoubted evidence of yaws. Mention is made of aneurysm having been 
found in eight cases at necropsy. Microscopic examination of early and 
late yaws showed an edematous verrucous plasmoma in which the infil- 
tration was horizontally delimited below and was not intimately related 
to inflamed blood vessels, as in syphilis. Plasma cells were more suc- 
culent and larger than in syphilis, giant cells were rare and there was 
no productive inflammation of the blood vessels. Peculiar roentgenologic 
changes are recorded in one case, in which the lesions differed from 
those of syphilis. The similarities and differences between yaws and 
syphilis are briefly discussed. 


ABSTRACT OF DISCUSSION 


Dr. J. C. Geicer, San Francisco: As could be expected, Dr. Fox has deliv- 
ered a complete and effective treatise on yaws. My discussion will concern itself 
only with some of the public health aspects of the disease, with casual reference 
to its epidemiology and control. Perhaps there is no disease that is so devastating 
to the morale of the sufferer as yaws. The worm-eaten and loathsome appearance 
of some of its lesions, along with the mutilating possibilities and the color that is 
usually and prominently present, are generally so objectionable to the patient and 
so offensive to the public that control measures are never regarded with indiffer- 
ence. Likewise, it is a disease in which proper therapy may result in most 
spectacular and gratifying results. 

It may be stated that with certain exceptions, such as a few areas of the 
southern states, yaws is sharply limited to the tropics. This geographic restriction 
is probably one of’ the main safeguards of the Pacific coast and the southern 
states. The dissemination is accepted as occurring mainly by contact, but certain 
phases of the epidemiology suggest an intermediate and essential insect vector. 
This is plausible, as is emphasized by the continued occurrence of the disease in 
warm regions, and its reported absence in higher and cooler altitudes. 

In localities in which yaws is endemic, the diagnosis appears to be simple. Its 
differentiation, however, from syphilis, especially in some stages, is still an argu- 
mentative point. The behavior of the Wassermann reaction in many cases may 
add much to such difficulties. On the other hand, negative Wassermann reactions 
after treatment with arsphenamine and the absence of any clinical activity have 
been used by Goodpasture and Leon as the final criterion of a cure in yaws. 
Knowing all of this, one cannot help but appreciate the close relationship of these 
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two different diseases. With therapy and possible cure now on such a firm 
foundation, there appears to be no doubt but that systematic and cooperative 
efforts by physicians and health authorities can eliminate this disease from a given 
locality. 

Dr. Fox: It is undoubtedly true, as Dr. Geiger mentioned, that this disease 
can be contracted through gross contamination by fleas or other insects. The 
infection is almost entirely extragenital. The country natives sleep in small huts 
closely crowded together. They contract yaws as they would contract impetigo 
or scabies. 

Time did not allow a discussion of the absence of congenital yaws. Lesions 
similar to those of congenital syphilis were not observed, though I was constantly 
on the lookout for stigmas such as saddle nose, keratitis, Hutchinson’s teeth, etc. 

Haiti offers a wonderful opportunity to study yaws. There are still thousands 
of cases of active early manifestation to be seen in the country districts. In spite 
of the constant activities of the naval surgeons there is an immense amount of 
work to be done before the disease is eradicated or is under control. The work 
of the surgeons of the navy makes one proud to be a citizen of this country. 
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THE ACNE BACILLUS 


EXPERIMENTAL OBSERVATION ON ITS PATHOGENICITY FOR 


ANIMALS AND MAN * 


LLOYD W. KETRON, M.D. 
AND 


J. HOWARD BROWN, Pu.D. 
BALTIMORE 


In an article on the relation of the acne bacillus to acne vulgaris,’ 
experimental observations were recorded in which we attempted to 
infect animals by intravenous and intraperitoneal injections of the acne 
bacillus. Nine mice and six guinea-pigs were given injections intra- 
peritoneally, seven rabbits intraperitoneally and seven intravenously. 
None of these animals showed any definite evidence of infection by this 
organism. In some of the rabbits and guinea-pigs, nodular collections of 
pus were found under the peritoneum when the bacilli had been intro- 
duced intraperitoneally, but we believe that this was only a foreign body 
reaction since the same phenomenon occurred when dead organisms were 


injected. 

Since this report, two supplementary experiments have been carried 
out. In one, acne bacilli, strains 46 and 40, were injected intraperi- 
toneally into twenty-four mice. Each of two mice received 0.1, 0.25 and 
0.5 cc. of a whole broth culture and a salt solution suspension of slant 
agar cultures of the two strains. Large numbers of bacilli were present 
in the material. The mice were observed for more than one month 
without any apparent harmful reaction from the injections. In the 
second experiment, 0.25 cc. of a heavy broth culture of acne bacilli, 
strain 40, was injected subcutaneously into three mice; 0.5 cc. into 
three, and similar amounts of a suspension of acne bacilli, strain 46, in 
salt solution into six others. With the exception of some local reaction, 
the animals showed no harmful effects after being under observation for 
four weeks. 


INTRADERMAL INJECTIONS INTO RABBITS 


In these experiments, we tried to produce local infections in rabbits through the 
intradermal injection of live acne bacilli. We also compared the reactions in the 


* Submitted for publication, March 29, 1929. 
*From the Johns Hopkins Medical School, Departments of Dermatology and 
of Pathology and Bacteriology. ; 
*Read at the Fifty-Second Annual Meeting of the American Dermatologic 
Association, San Francisco and Del Monte, Calif., July 1, 2 and 3, 1929. 
1. Ketron, L. W.: The Relation of the Acne Bacillus to Acne Vulgaris: 
Experimental Observations, South. M. J. 21:368, 1928. 
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skin and the duration of the lesions when live and dead bacilli were injected in 
equal amounts. Other comparisons were made between the lesions produced by 
the injection of acne bacilli, staphylococci and streptococci, and the various lesions 
were studied microscopically. 

Both young and full-grown rabbits were used, all of them white with a single 
exception. The injections were made into the skin of the back after removal of 
the hair by an epilating powder. 

All of the injections were made intradermally as far as possible, but occasion- 
ally, especially in young rabbits with thin skins, some of the material would run 
into the subcutaneous tissues. About 0.1 cc. of the bacterial suspension was used 
for each injection. 

The various strains of acne bacilli used in the experiments were grown 
anaerobically on acid, sugar agar,’ for one or two weeks, and a suspension of the 
bacteria was made in physiologic solution of sodium chloride or in neutral broth, 
They were all of the A variety with the exception of acne bacilli strain 16, which 
was of the B type.’ The staphylococci were white except strain 1, which produced 
a lemon yellow pigment. All the strains were obtained from lesions of acne. The 
organisms were grown on infusion agar in Petri dishes for one or two days, and 
the suspensions were made in physiologic solution of sodium chloride. 

In our first experiments, no attempt was made to determine accurately the 
number of bacteria in the various preparations ; however, thick, milky suspensions 
were used. In some of the later experiments the quantity of bacteria was roughly 
determined by centrifugating the solutions and estimating the percentage of 
organisms by volume. Most of the emulsions tested contained more than 1 per 
cent of bacteria by this method. 


RESULTS 


Live Bacilli—The character of the lesions following the intradermal 
injection of various strains of acne bacilli into rabbits was similar, vary- 
ing somewhat only in degree and duration, which depended apparently 
on the thickness of the emulsion and on some variation in the reactivity 
of different animals. Within a short time after the injections were 
made, hivelike papules appeared, varying around 1 cm. in diameter. 
These gradually became redder and more elevated, until after from 
two to four days inflamed, red, soft nodules from 8 to 15 mm. in 
diameter had developed, which contained a thick putty-like pus. Some 
of them developed necrosis of the overlying skin and opened, allowing 
the escape or drying up of some of the pus. After a few weeks some 
of the lesions would disappear; others would lose their inflammatory 
character, leaving indolent, soft, slightly yellowish or normal, skin- 
colored nodules, which would sometimes persist for several months. If 
the pus was removed, cystlike shells remained, which usually healed 
promptly, although in a few instances, the incisions closed over and they 
filled up again. After the first week or so the lesions usually reached 


2. Ketron, L. W., and Burky, E. L.: The Cultural Requirements of Acne 
Bacillus, Arch. Dermat. & Syph. 11:354 (March) 1925. 

3. Ketron, L. W.: The Acne Bacilius, Arch. Dermat. & Syph. 15:568 (May) 
1927. 
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their maximum size, but a few of the old, noninflamed nodules increased 
in diameter, although no bacteria could be grown from their contents. 

Cultures were made at various times from the pus in deep, acid-agar 
shake tubes to show the presence of the acne bacilli, and on the usual 
infusion agar slants or blood agar plates to determine whether there had 
been any secondary infection with aerobic skin cocci. Organisms of 
this character were never encountered except in two instances in which 
aerobic diphtheroids were cultivated which were not identified. 

As will be noted later in the protocols, live acne bacilli could be cul- 
tivated from the pus, except in the experiments with acne B, for the 
first three to seven weeks, but from the older lesions no organisms were 
ever recovered, although cultures were made from curettings from the 
inside of the abscess, as well as from the pus. Microscopic examination 
of the pus, from lesions of various ages, showed an increasing degenera- 
tion of the bacilli as the lesions grew older. 


Raspit 244 (Acne Bacilli, Strain 40): In this experiment, four injections of a 
suspension of bacteria in salt solution were made into the right side of the back, 
and four injections of the suspension mixed with melted agar into the left side. 
The agar was used with the thought that it might facilitate infection by furnishing 
a good culture medium in which the organisms could start growing. Curiously, 
however, these lesions were not so large as the ones on the right and disappeared 


much sooner. 
Cultures taken after nine and seventeen days showed innumerable colonies of 


acne bacilli. 

After thirty days, pus from one of the lesions on the right side and curetted 
tissue from inside of the wall of the abscess were thickly smeared over acid 
agar slants and incubated anaerobically. In each case, only one acne colony 
developed on the surface of the agar. 

Cultures taken after fifty and sixty-four days were negative. Some of the 
lesions persisted for two and one-half months. (After seventeen days, biopsy 
was made from the right side.) 

Raseit 218 (Strain 16, Acne Bacilli, B Variety): Four intradermal injections 
of a thick suspension in salt solution were made into the left side, and four injec- 
tions mixed with agar on the right side. 

After one week, one nodule, the size of a pea, had developed on the right side 
and four on the left side, all showing central crusts with one exception. Healing 
was complete in about six weeks. After one week, cultures were negative from 
both sides. (Biopsy was made after seventeen days on the left side.) 

Raseit 244 (Strain 16, Acne Bacilli, B Variety) : The injections were made five 
weeks after the first experiment on this animal and while two lesions still per- 
sisted on the right side. Fifteen intracutaneous injections of an eleven day old 
culture showing numerous degenerative forms were made on the left side. 

After five days, all showed nodules of from 5 to 8 mm., with inflamed hemer- 
rhagic tops or central crusts. Healing took place gradually, and within two 
months the lesions had all disappeared except two small ones. Cultures after five 
and thirteen days were negative. (Biopsy was made after twenty-eight days.) 
(Acne B bacilli die out much sooner in cultures than the A variety.*) 
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Rassit 218 (Acne Bacilli, Strain 40): The injections were made five weeks 
after the first experiment on this animal and after all the lesions had disappeared. 
The rabbit received eight injections of a thick suspension of bacteria on the right 
side of the back. 

After four days, cultures showed numerous colonies of acne. This animal 
developed a cuniculicida infection and was killed after thirty-eight days. At that 
time four of the nodules were still present. Cultures showed a diphtheroid which 
was not identified but which was not an acne bacillus. (After nine weeks biopsy 
was made.) 


Rassit 9 (Acne Bacilli, Strains 41 and 42): Seven injections were made on 
the right side of acne bacilli strain 41 and eight of acne bacilli, strain 42, on the 
left side. All the injections produced comparatively small, flat, inflamed papules, 
containing little pus. There was no difference in the character of the lesions on 
the two sides. Cultures were negative after sixteen days, and all of the lesions 
had practically disappeared after three weeks. (In view of other experiments, the 
early disappearance of the lesions and their relatively small size must have been 
due to an unusually high dilution of the bacterial suspension injected.) (After 
eleven days biopsy was made.) 

Rassit 10 (Acne Bacilli, Strain 44): Ten intradermal injections were made 
into the right side of the back, from which inflamed nodules of from 8 to 10 mm. 
developed. After one week, cultures were positive for acne bacilli. 

After two weeks, cultures from the pus were positive, but were negative from 
tissue curetted from the inside of one of the nodules. 

After four weeks, all of the lesions were still present but some had opened and 
decreased in size. Later, some of the lesions disappeared; others lost their inflam- 
matory character, and two became confluent. Cultures were negative after eighty 


days. The animal developed a severe infection of the eye, became much emaciated 
and was killed after seven months. At that time one of the lesions was still 
present, which was excised for microscopic study. This was a flat, soft, non- 
inflamed papule, of 7 mm., containing some puslike substance. 


Rassit 12 (Acne Bacilli, Strain 47): This animal received twelve intraderma! 
injections of a 10 per cent suspension of bacilli into the left side of the back. 
Inflamed nodules of from 10 to 15 mm. in diameter developed. One lesion was 
opened each week, the pus cultured and smears stained for acne bacilli. For the 
first few weeks innumerable colonies developed in the deep shake tubes, but 
toward the end the number became smaller, and degenerative forms were more 
prominent in the smears. The animal died of another infection at the end of 
seven weeks. The last culture was made by smearing pus thickly over an agar 
slant, from which only a few colonies developed. Curetted tissue from the inside 
of the abscess was negative for bacterial growth. 

At the same time that the injections mentioned were made, the animal received 
eighteen intradermal injections of acne bacilli, strain 47, into the right side, con- 
sisting of three each of 1, 2, 3, 4, 5 and 10 per cent suspensions of live bacteria, 
measured by volume. -This was done to ascertain variations in reaction which 
might result from the injection of different quantities of bacteria. 

After five days, inflamed nodules of from 8 to 9 mm., developed, with little 
difference in the appearance of the lesions produced by the various dilutions 
except that those from the 1 and 2 per cent suspensions were somewhat smaller. 

After fourteen days, one lesion in the area into which the 10 per cent suspen- 
sion was injected and two in that into which the 5 per cent suspension was 
injected had developed central crusts. 
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After forty days, those remaining in the area into which the 10 per cent solu- 
tion had been injected had developed central crusts, and the three which were open 
at the fourteen day observation period had become much smaller. The lesions 
produced by the 3 and 4 per cent suspension had not opened but had developed to 
about the same extent as the ones containing larger percentages of bacteria. It 
was only in the areas into which 1 and 2 per cent injections had been made that a 
notable decrease in size was apparent. 

Comparison of Intradermal Injections of Live and Dead Acne Bacilli— 
Rassit 8 (Acne Bacilli, Strain 44): In this experiment, a thick suspension of 
acne bacilli, strain 44, in salt solution was prepared, and a portion of it was heated 


Fig. 1 (rabbit 8)—One week after the intradermal injection of dead acne 
bacilli into the right side and of live bacilli into the left side. 


in the water bath at from 60 to 70 degrees for one hour to kill the organismis. 
Eleven intradermal injections of the dead bacilli were made into the right side of 
the animal’s back and nine of the live bacilli into the left side. Inflamed nodules, 
about 1 cm. in diameter, developed on both sides. 

After one week, several of the lesions on the right side had become hemor- 
rhagic with necrosis of the skin, one had formed a crust and another was dis- 
charging pus. The ones on the side into which live bacilli had been injected were 
smooth and red and showed no necrosis of the overlying skin. Although there 
was no essential difference in the size of the nodules, there was apparently a 
more marked toxic, local reaction from the dead organisms than from the 
unkilled ones (fig. 1). (Biopsy was made after twenty days.) 
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After three weeks, eight of the lesions on the side into which dead bacilli had 
been injected had formed central crusts and had decreased 50 per cent in size. 
On the other side only one had formed a crust, and the lesions had changed 
only a little in size. 

After six weeks, all the lesions on the side into which dead bacilli had been 
injected had opened and formed crusts. One had been removed for a biopsy, four 
had practically disappeared, leaving six, the largest being about 8 mm. in diameter, 
On the other side the lesions were larger, from 8 to 12 mm., and a few had 
broken with central crust formation. 

After ten weeks, six small lesions remained on the side into which dead bacilli 
were injected. The skin had healed on the top, and the surface was smooth On 


Fig. 2 (rabbit 8).—Fourteen weeks after the injection. Compare with figure 1. 


the side into which live bacilli had been injected, none of the nodules had dis- 
appeared except the one which had been removed. They were from 8 to 12 mm. 
in diameter, and three showed small central crusts. 

After fourteen weeks, six lesions remained on the side into which live bacilli 
had been injected. One had increased in size to 15 mm. The others were from 
9 to 12 mm. On the other side, five remained up to 9 mm, in diameter (fig. 2). 

After nineteen weeks, three lesions persisted on the side in which live bacilli 
were injected; one measured 12 by 20 mm., one 7 mm. and the other 9 mm. On 
the side into which dead bacilli were injected, one was 10 mm. and the three others 
from 5 to 7 mm. 

After twenty-one weeks, the appearance of the lesions had not changed. The 
rabbit had become very much emaciated and was killed. 
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Cultures after one week showed innumerable acne bacilli on the side into which 
live bacilli had been injected, but were negative on the other side. After eleven 
weeks there was no growth; however, after fourteen weeks, cultures made on acid 
agar slants from curettings of the inside of one abscess showed a slight growth 
around the transplant. It was a bacillus but grew poorly on transplanting and was 
not identified. It was not the acne bacillus. The increase in size of some of the 
lesions after several weeks might have been due to a secondary infection with 
this organism. 

Rappsit 253 (Acne Bacilli, Strain 41): On the left side seven intradermal 
injections of live bacilli were made. On the right side seven injections of the 
same suspension were made after the organisms had been killed by heating in a 
water bath for one hour at 60 degrees. The suspension in salt solution measured 
15 per cent of bacteria by volume. 

After ten days, soft, inflamed abscesses of from 7 to 11 mm. were present on 
the two sides, larger as a whole on the left. Two or three lesions on either side 
showed central crusts. 

After twenty-four days, the abscesses varied from 8 to 11 mm. All had 
formed necrotic central crusts or were discharging pus, except one on each side. 
There was no essential difference between the lesions on the two sides, except 
probably, a little more necrosis of the overlying skin on the left side. 

After thirty-one days, most of the pus from the lesions on both sides had been 
extruded and the abscesses had decreased very much in size, with the exception of 
the one on each side which did not ulcerate. 

After thirty-eight days, all of the lesions on both sides which had opened had 
healed, leaving scars and loss of hair. The one on each side which did not break 
down had lost its redness and was a flat, soft, noninflamed abscess. The one on 
the side into which dead bacilli had been injected was larger than that on the 
other side; otherwise, there was no difference in appearance. 

After forty-five days, the two remaining lesions had not changed in appearance. 
No further observations were made. 

Intradermal Injections of Live and Dead Staphylococci—Raspit 244 (Staphy- 
lococci 3): Eight intradermal injections of a thick suspension killed by heating 
one hour at 60 degree were made. 

After one day, inflamed papules, up to 2 cm. in diameter, with wide inflam- 
matory areolas, had developed, a few of them showing central pus points. 

After three days, the areolas had faded, leaving rather flat, dark red papules, 
from 7 to 12 mm. in diameter. 

After fifteen days, the lesions had almost disappeared without breaking open. 

After twenty-five days, they had completely gone, leaving small depressed 
scars. (Biopsy was made after five days.) 

Raspit 481 (Staphylococci 69): The bacteria were washed off of the agar 
plates with salt solution and filtered so as to remove any clumps of agar. Some 
of the organisms were killed by placing the test tube in boiling water for five 
minutes. Six intradermal injections of the live bacteria were made into the right 
side and six of the dead into the left side. 

After two days, the lesions on the side into which live organisms had been 
injected were soft, flat, inflamed, dark red nodules, of from 10 to 15 mm. There 
were no surface hemorrhages or intranodular erythema. On the left side, the 
lesions were much smaller, from 5 to 10 mm., and were less inflamed. 

After five days, the lesions on the right side had become scaly, while those on 
the side into which dead organisms had been injected had about the same appear- 
ance as at the last observation. 
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Cultures from the lesions on the right side showed numerous colonies on agar 
plates. 

After fourteen days, the lesions on the side into which live organisms had 
been injected had practically disappeared, leaving a slight-staining, barely palpable 
infiltration. On the left side, the lesions were larger, from 10 to 15 mm, 
moderately inflamed and definitely palpable. 

After twenty days, all the lesions had disappeared, except the stains, 
(Biopsy was made after two weeks on both sides.) 

Rassit 482 (Staphylococci 69): This experiment was a duplicate of the 
previous one, with the exception that only five injections were made on each side. 

After two days, the lesions on the side into which live organisms were injected 
were inflamed, flat nodules, of from 10 to 15 mm., of the same appearance as 
those in rabbit 481, after the same interval. On the side into which dead organ- 
isms had been injected, the lesions were smaller, flatter and less inflamed than 
those on the other side but were definitely larger and more inflamed than the cor- 
responding ones in rabbit 481. 

After five days, there was not much change in the appearance on either side. 

After fourteen days, the lesions on the right side were less inflamed. On the 
left side, they were 15 mm. in size, moderately inflamed and raised, showing a 
more marked reaction than those on the side into which live organisms had been 
injected. 

Cultures from the right side were negative. 

After twenty days, there was not much change in the appearance of the 
lesions. (Note that the lesions in rabbit 481 had practically disappeared after this 
interval.) 

After twenty-seven days, slightly inflamed papules, of from 3 to 5 mm., were 
present on both sides. 

After forty-four days, there were two scarlike, irregular areas, of 3 mm., on 
the right side and one on the left. (Biopsy was made after twenty-seven days 
on both sides.) 

Comparisons of Intradermal Injections of Acne Bacilli, Staphylococci and 
Streptococci—Raspit 9: Four intradermal injections were made each from a 
heavy suspension of the following killed bacteria: (A) acne bacilli strain 41, 
(B) staphylococcus 2 and (C) the streptococcus. 

After two days, the sites of all injections showed inflamed, rather flat nodules, 
averaging about 8 mm. in diameter with some inflammatory areolas. Those 
produced by C had small whitish centers. 

After four days, all the lesions had lost their inflammatory areolas, leaving 
rather flat, inflamed nodules. The nodules produced by A were much larger than 
those by C and those by B were smaller than those produced by C. 

After twelve days, the lesions produced by A were still larger than the others, 
but were not so marked as at the last observation. One acne nodule had a 
necrotic center. 

After twenty days, the lesions produced by A and B had about the same 
diameter, averaging 1 cm., but the former were raised and rounded while the 
latter were flat. Those produced by C were much smaller, about 6 mm. (Biopsy 
was made after one month.) 

After thirty-two days, the lesions produced by B and C had disappeared. The 
three nodules produced by A remained, the largest being 8 mm. in diameter. A 
few days later the rabbit developed paralysis and had to be killed. 
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Rassit 245: Ten intradermal injections of a thick suspension of acne bacilli, 
strain 42, were made into the right side. Ten injections were made into the left 
side of a similar suspension of staphylococci 1. The latter suspension was heated 
for one hour at 60 degrees, but the sterility test showed live organisms. (This 
was the staphylococcus strain previously referred to which showed a lemon yellow 
pigmentation. ) 

After three days, inflamed papules, of from 6 to 10 mm., were present on 
the two sides. 

After seven days, the lesions produced by the staphylococcus had decreased 
50 per cent in size. All except two showed small central crusts. Cultures were 
negative. 

After fourteen days, the lesions produced by the staphylococcus had prac- 
tically gone. The nodules produced by the acne bacillus were all present and 
inflamed, but there was no central necrosis. 

After fifty-seven days, three lesions produced by the acne bacillus remained; 
one had enlarged to 15 mm., and the other two were about 8 mm. These were 
soft, flat and noninflamed. 

The rabbit died a few days later with snuffles and diarrhea. (Biopsy was 
made after seven days on the left side.) 

Ragsir 11.—Three months after an intravenous injection of acne bacilli, strain 
44, injections with killed suspensions of the following bacteria were made: 
(A) five intradermal injections of acne bacilli, strain 47, (B) four of acne bacilli, 
strain 41, (C) four of staphylococcus 3, and (D) five of a streptococcus. 

After one day, all the areas showed inflamed papules, of 1 cm. or larger. 

After two days, the lesions produced by C and D had about the same appear- 
ance; those produced by the acne bacillus were smaller. 

After thirteen days, the lesions produced by D were inflamed maculopapules, 
of from 8 to 12 mm., with small central crusts. They were larger than the ones 
produced by A and B, but the latter were more elevated and globular and showed 
central necrotic points. The lesions produced by C showed the least reaction; 
they were flatter, smaller and showed no necrosis of the overlying skin. 

Ten days later the rabbit died with snuffles and diarrhea. (Biopsy was made 
after thirteen days.) 

Rassit 463: In this experiment, a suspension in salt solution of live acne 
bacilli, strain 46, and a similar suspension of live staphylococci, strains 57, 46 
and 50, were used. They were roughly about 5 per cent of bacteria by volume. 

The animal received seven intradermal injections of each of the following: 
(A) 0.5 ce. of staphylococci suspension plus 2 cc. of salt solution, (B) the acne 
suspension alone and (C) 2 cc. of acne suspension plus 0.5 cc. of staphylococci 
suspension. 

After three days, the injections of A and C produced moderately inflamed 
papules, of 1 cm., with some hemorrhage in the overlying skin. There was no 
difference in appearance between the two. The lesions produced by B were much 
smaller and less inflamed but were more elevated. 

After five days, the lesions produced by A were about the same size as after 
three days. Those produced by B and C were smaller but were more raised and 
nodular. 

After fourteen days, the lesions produced by A were only scaly macules. The 
other two groups were raised, moderately inflamed nodules the size of a pea, with 
little difference between the two except that the reaction to the injections of C 
was slightly more marked, and one of the lesions had broken with discharge of 
pus. Cultures made from one of the lesions produced by C showed numerous 
acne bacilli but no staphylococci. 
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After twenty-four days, no evidence of the lesions produced by A remained, 
and hair had grown out at the sites of injection. Those produced by B showed 
the usual elevated, moderately inflamed nodules with no central necrosis. Those 
produce by C had all developed central crusts and had decreased considerably 
in size. 

After seventy-four days, four small nodules were still present in the area 
injected with B, and the lesions produced by C had all disappeared. 


Raspit 471: In this experiment, the acne suspension was an old mixture of 
strains 46, 43, 40 and 42, which had been kept several weeks in the refrigerator, 
so that all or a great part of the organisms were dead. The staphylococcus sus- 
pension was roughly about 0.5 per cent of strain 60 alive. The injections were 
made as follows: (4) 0.5 cc. of staphylococci suspension plus 2 cc. of salt solu- 
tion; twelve injections anteriorly, (B) 2 cc. of acne suspension plus 0.5 cc. of 
staphylococci suspension; ten injections into the middle area and (C) 2 cc. of 
acne suspension plus 0.5 cc. of salt solution; twelve injections posteriorly. 

After twenty-four hours, the sites of all injections showed red papules, and 
there was a diffuse erythema all over the back. (This was the only animal which 
suffered a reaction from the epilating paste.) 

After five days, the entire skin was red and exfoliating. The lesions produced 
by A and B were fiat, inflamed papules, of 1 cm. or larger, with hemorrhages 
on the surface. The nodules produced by C were not so inflamed and were more 
raised. Cultures were negative for both staphylococci and acne bacilli in the 
lesions produced by A and B. 

After ten days, the diffuse dermatitis had nearly cleared away. The lesions 
mroduced by 4 had disappeared, except a faint stain. All of the others showed 
moderately inflamed nodules of the usual type, there being no essential difference 
between the two remaining groups. A culture made on an agar slant by smearing 
a large amount of pus from one of the lesions produced by B developed three 
colonies of staphylococci. 

After fifteen days, the lesions produced by both B and C were inflamed 
nodules, of from 10 to 15 mm. with no central necrosis. Cultures made from a 
lesion from each group were negative for both staphylococci and acne bacilli. 

\fter twenty-two days, in both groups, the nodules had begun to show 
central necrosis. (Biopsy was made of one lesion each from 4, B and C.) 

After eighty-five days, in the area injected with B there were three moderately 
inflamed nodules 1 cm. in diameter; one of them had a smooth surface, and the 
other two showed small crusts covering sinuses into the pus. In the same area, 
there were six other much smaller and less inflamed, flat, smooth lesions. Since 
biopsy had been made of one, the ten injections were all accounted for, none 
of the lesions having entirely disappeared. In the area injected with C all the 
lesions had disappeared, leaving small scars, with the exception of one which was 
similar in size and appearance to the largest ones in the area injected with 2 
(fig. 3). Cultures were negative. 

After 120 days, four flat, soft, noninflamed nodules, of 0.5 cm., remained in 
the area injected with B. Scars had followed the lesions produced by B and C, 
which had disappeared, but there were none in the area injected with 4. 


INJECTIONS OF ACNE BACILLI AND STAPHYLOCOCCI INTO MAN 

Intradermal Injections of Dead Organisms.—ExprertMent 1: One-tenth cubic 
centimeter of a thick suspension of acne bacilli, strain 47, was injected intra- 
dermally into five places in the backs of two patient, both of whom had acne 
affecting the back. 
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After one week, the sites of all injections showed dark red, indurated papules, 
of from 8 to 10 mm., some showing small central ulcerations with crusts. They 
were rather sore and painful. One patient was not observed further, but in the 
other one, after six weeks the lesions still showed some infiltration and dark red 
color. 

At the same time, one of us (L. W. K.), who had never had acne, made similar 
injections into the flexor surface of the forearm. Papular nodules of the same 
character as those in the patients were produced. One definite small pustule 


Fig. 3 (rabbit 471). —Twelve weeks after the injection. The areas designated 
1, II and /// correspond to A, B and C, respectively, in the text. 


developed, from which only acne bacilli could be seen on a smear, which was 
followed by a small punched-out ulcer. The duration of the lesions was about 
six weeks. i 

Experiment 2: A thick suspension of acne bacilli, strain 41, and one of 
staphylococcus 2 were injected intradermally into the back of a patient having a 
marked acne affecting the back with severe scarring. 

After twenty minutes, hivelike papules formed, about 12 mm. in diameter, 
around the sites of the injections of the acne strain and 6 mm. around the sites 


of injections of the staphylococcus. 
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After one week, the injections of both the staphylococcus and the acne had 
produced indurated, inflamed papules, of 8 mm., with central crust formation. 
There was no essential difference between the two. 

The patient did not return to the clinic for one month. At that time, the 
lesions had all disappeared, leaving red, slightly depressed scars, definitely larger 
in the sites of the injections of acne bacilli. 

The same patient was then given similar injections into the extensor surface 
of the arm, the only difference being that staphylococcus 3 was substituted for 
strain 2. 

After two days, all the lesions had formed inflamed papules, of from 8 to 
10 mm., some of which showed central vesicopustules. There was no essential 
difference in the appearance between the reactions following the injection of the 
two organisms. 

After one week, all the lesions showed small central ulcers with crusts, more 
marked on the side into which the acne strain had been injected (fig. 4). (Biopsy.) 

After three weeks, all the lesions had disappeared, leaving small reddish, 
depressed scars, about 5 mm. in diameter, on the side into which the acne bacillus 
was injected and 2 mm. on that into which staphylococci were injected. 


Fig. 4 (experiment 2).—One week after the intradermal injection of dead acne 
bacilli (top row) and dead staphylococci (lower row) into the arm. 


ExperRIMENT 3: A 1 per cent suspension of mixed acne strains in solution of 
sodium chloride, and a similar suspension of staphylococcus 60 were each injected 
intradermally into four places on the flexor surface of the arm of a patient having 
a moderately severe chronic acne over the back and shoulders. 

After one day, the whole area between the injections and a wide margin around 
them showed a marked erythema, and the patient said that the arm ached and 
that he had headache. The sites of injection all showed inflamed papules, the size 
of a split pea, somewhat larger on the side into which the acne bacilli were 
injected. 

After four days, the general erythema had disappeared. 

After eleven days, all the lesions presented small, infiltrated, red papules, those 
produced by acne bacilli being somewhat larger than the ones produced by 
the staphylococcus. (Biopsy.) 

After twenty-three days, small infiltrations were still present in the skin with a 
fading surface erythema. The lesions produced by acne bacilli remained some- 
what more prominent than those produced by the. staphylococcus. 

After thirty-seven days, small scarlike nodules were present in the skin, with 
little surface discoloration. 
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Intrafollicular Injections of Live Bacilli.—In these experiments we endeavored 
to inject the organisms into the pilosebaceous openings and at the same time to 
cause a rupture of the follicular sheath. The point of a small hypodermic needle 
was broken off and the bacterial suspensions injected through this needle, after 
it had been inserted deeply into the follicular openings. Whether or not the 
follicle was ruptured could be determined usually by the presence or absence of 
pain. The amount of material injected could not be estimated, as there was a 
considerable loss around the needle from back pressure. 

ExperIMENT 4: A thick suspension of acne bacilli, strain 46, in salt solution 
was injected into eight follicular openings in an area, the size of a half dollar, 
in the center of the chest of one of us (L. W. K.), who had never had acne. 

After one day, three pustules, the size of a pinhead, had formed around three 
follicular openings, with some soreness and swelling of the whole area. A smear 
from one of these pustules showed numerous bacilli. Culture was negative for 
staphylococci. 

A few days later, a nodule of 2 cm. had developed, which could be moved 
under the skin. It was fairly sore, and there was a surface erythema. The small 
pustules soon dried up, and the nodule gradually became smaller, disappearing in 
about one month. The character of this lesion suggested that most of the bacteria 
had entered the subcutaneous tissues. 

ExperRIMENT 5: A thick suspension of mixed strains of acne bacilli in broth 
was injected intrafollicularly into an area, the size of a half dollar, on the 
extensor surface of the right arm of one of us (L. W. K.). As a control, 
similar injections were made into the left arm after the bacilli had been killed. 

After a few minutes, fourteen hivelike papules appeared on the left side, and 
seventeen on the right side, showing the follicles which had been ruptured. 

After one day, four or five small papules had developed on both arms, which 
disappeared after a few days. There were no pustules or nodules and no essen- 
tial difference in the reaction on the two sides. 

At the same time, one intradermal injection was made into both sides with the 
live and dead organisms, respectively. These formed inflamed nodules, the size 
of a pea, which persisted for about one month with no essential difference between 
the two. 

EXPERIMENT 6: A thick suspension of acne bacilli, strain 46, in salt solution 
was injected into twenty follicles on the shoulder of a patient, who had a pro- 
nounced seborrhea with follicular plugging all over the back and chest. He also 
had some indurated nodules and numerous papules, the size of a pinhead, with an 
occasional pustule. 

After one day, from twelve to fifteen maculopapules, the size of a pinhead, had 
developed. 

After five days, sixteen small papules were present, about half of which showed 
central pustulation. 

After twelve days, the lesions had all disappeared, with the exception of a 
slight stain. 

As controls, twenty injections each of suspensions of dead acne bacilli and 
staphylococci were made into other locations on the back. As a result of the 
injections of staphylococci four small papulopustules and four papules developed ; 
as a result of the injections of acne bacilli nine follicular papules appeared, but no 
pustules, 

The lesions which developed from the injections of live acne bacilli, as well as 
the controls, were identical with the small papules and papulopustules which were 
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already present as a manifestation of the disease. Although more lesions devel- 
oped following the injection of the live bacilli than from a similar number of 
injections from the dead controls, the lesions were identical in character and 
evolution and the disparity in the number of “positive takes” could not be inter- 
preted to have much significance. 


HISTOLOGY 


Twenty-one biopsies were made from the lesions produced in rabbits 
after the intradermal injection of the acne bacilli and staphylococci. 
Two were made from the lesions produced by the streptococcus. The 
ages of a majority of the nodules when excised varied from 2 to 4 weeks. 

We had hoped that some distinctive difference in the histologic pic- 
ture produced by acne bacilli and by staphylococci might be detected, but 
no essential variation was found in lesions of similar age. The reaction, 
also, was of the same character whether the organisms were dead or alive 
when injected. 

In the sections from all the lesions produced by both organisms, with 
one or two exceptions, an abscess was found in the cutis, with a large, 
well defined mass of pus cells in the center. Around this mass there was 
usually a more or less well developed wall of epithelioid cells or large 
mononuclear phagocytes, varying from one or two to several cells in 
depth. In some sections, it was present only in certain portions, and in 
two early lesions—one week or less—following injections of staphylo- 
coccus it had not developed at all. Outside this wall, there was a variable 
degree of reaction in the surrounding tissues with usually large numbers 
of plasma cells, some lymphocytes and leukocytes and many eosinophils. 
The connective tissue often showed an increased cellularity and hyper- 
trophy, but in some of the older lesions it was atrophic and compressed. 
Frequently, a portion of the abscess was confined by a hair follicle, which 
partially surrounded it. This sheath was often considerably hyper- 
trophied or atrophied, and the surrounding tissue reaction was usually 
less pronounced and the phagocytic wall absent. Although some of the 
large cells immediately around the central portion of the abscess showed 
two or three nuclei, no large giant cells were found in any of the sections, 
except from the two biopsies taken after the injection of strain 16, 
which was an acne B#. variety. Curiously, the most marked activity and 
development of the phagocytic cells were stimulated by this organism. 
The section from the lesion in rabbit 9, which had been present for seven 
months, showed a central granular mass in which there were only a few 
recognizable cells. It also contained some small, blackish staining masses 
which looked like calcium deposits. The surrounding wall was reduced 
to a few small collections of epithelioid cells with an almost complete 
absence of any reaction in the surrounding tissues. 

The sections taken from the two rabbits into which injections of 
streptococci were made did not vary essentially from the others. 
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In the histologic study of the lesions in man produced by the intra- 
dermal injections of dead acne bacilli and staphylococci, five biopsies p 
were made. In experiment 1, a lesion was removed from the back of : 
one of the patients after one week, and in experiment 2, lesions of the ; 


same age were excised, one produced by the staphylococcus and one by 

the acne bacillus. Sections from these three lesions showed essentially 

the same picture. There was a central area of leukocytes and coagulated 
serum surrounded by a wide inflammatory reaction. There were, how- 

ever, no plasma cells and no phagocytic wall, such as was found in the 

lesions of the rabbits. This was most likely caused by the fact that the 

latter were all much older than the lesions in man. 

In experiment 3, a biopsy was made after eleven days of one each of 
the lesions produced by the acne bacillus and the staphylococcus. Here 
also no essential difference was apparent between the two. There was no 
central collection of leukocytes, the reaction being mostly perivascular 
throughout the cutis. Some plasma cells were present, and in one sec- 
tion from each lesion a small group of giant cells was found in one of 


the cell nests. 
COMMENT 


We believe that it has been shown, fairly conclusively, that the acne 
bacillus is not pathogenic for mice when injected into these animals 
intraperitoneally and subcutaneously. In the present report, thirty-six 
animals remained apparently unaffected for one month after inoculation. 
In a previous report, nine mice were injected, only one of which died. 
When found it was too much decomposed for autopsy. The remaining 
eight were killed after various periods, and no gross pathologic lesions 
Gilchrist,4 and later Siidmersen and Thompson,® 


were discovered. 
claimed that the organism is fatal to these animals, but both the former 
and the latter two investigators used only two mice in their experiments. 


In view of our negative results with a much larger number of animals, 
we are forced to the belief either that they worked with some other 
organism or that the animals died from accidental infections. In the 
latter instance, the recovery of the acne bacillus from the tissues or 
peritoneal fluid would have no significance, since these organisms remain 
alive for several weeks after injection into animals without displaying 
any definite evidence of active growth or infection. 

Our efforts to infect rabbits by the intradermal injection of acne 
hacilli have also been fruitless. Although inflamed abscesses, which may 
persist for several months, follow the introduction of these organisms 
into the cutis, the same phenomenon takes place when dead organisms 
are introduced in equal numbers. Similar reactions also occur after the 


4. Gilchrist: Johns Hopkins Hosp. Rep. 9:409, 1900. 
5. Siidmersen and Thompson: J. Path. & Bact. 14:224, 1910. 
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injection of white staphylococci which have been obtained from acne 
pustules. The lesions, however, do not generally persist nearly so long 
as those due to the acne bacillus. In the two animals, 481 and 482, into 
which injections of both live and dead staphylococci were made, the early 
acute reaction was more marked on the side into which live organisms 
were injected, suggesting a mild active infection, but the subsequent 
course of the lesions did not show any evidence of progressive activity. 
The absence of any active infection in the lesions produced by acne bacilli 
was further demonstrated by the gradual decrease of the number of viable 
organisms in the pus as the lesions grew older. Positive cultures were 
obtained as long as seven weeks after inoculation; after this, however, 
they were negative for the acne bacillus, although some of the lesions 
persisted for several months. In a small number of cultures taken after 
the injection of live staphylococci, none were positive after a few days 
had passed. 

In two instances, live staphylococci were added to the acne suspen- 
sions ; in one animal the lesions produced by this combination persisted 
longer than those in the control animals produced by the acne bacilli 
alone. In the other animal, however, the reverse was true (fig. 3). 

During the course of experimentation, several of our rabbits died 
from various infections, suggesting that the injection of so much bacte- 
rial protein caused a general lowering of resistance. 

The intradermal injection into man of heavy suspensions of dead 
acne bacilli or staphylococci caused indurated nodules, some of which 
showed small central necroses with ulceration. There was no marked 
difference in the type and duration of the lesions produced by these two 
organisms in the few experiments which we conducted. The intrafol- 
licular introduction of live acne bacilli, injected so as to rupture the 
follicular sheath, caused acne-like papules or pustules, but the same 
reaction could be produced with dead bacilli or dead staphylococci. 

In presenting these experimental observations, we realize that the 
problem of acne is far from being definitely settled; however, a few 
facts have been established, which may be used at some time in building 
up the groundwork on which the ultimate solution of the problem will 
be erected. Although the acne bacillus does not appear to be capable of 
infecting either man or animals when experimentally introduced into 
the tissues, it has definitely been shown that, as a foreign substance, it 
may cause inflamed papules, nodules or abscesses similar to some of the 
lesions seen in acne vulgaris. The staphylococcus, and very likely other 
killed bacteria, is capable of producing similar reactions of shorter dura- 
tion. The acne bacillus, however, and to a less extent the staphylococcus 
are the only organisms that grow in such large quantities in the follicles 
that their activities as foreign material would have to be reckoned with. 
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Whether or not active infection takes place, an acneform lesion 
would result if a sufficient number of these organisms were liberated 
into the perifollicular tissues. The fact that the acne bacillus requires 
an acid medium for its growth makes it unlikely that it could ever 
actively propagate unprotected in the tissue of the body. If it were 
gradually liberated, however, from sebaceous material or comedo frag- 
ments, in which it could actively grow after inflammation had set in, an 
ideal condition would be created for the production of acne lesions, 
especially of the indurated type. It is a matter of common knowledge, 
and such has been our experience, that the acne bacillus is nearly always 
recovered, and usually in pure culture, from such lesions. Some of 
these must have been older than 6 or 7 weeks, which is about the limit 
of time during which the organism will live in experimentally produced 
lesions in rabbits. This suggests active growth somewhere, and the 
undisintegrated portions of the comedo and sebaceous material would be 
the most likely location. 

If it could be shown that those affected with acne were hypersensitive 
to the protein of the bacillus, the role of this organism in the etiology of 
the disease would be more firmly grounded, but in some experiments 
previously reported ' an allergic state could not be demonstrated in such 
patients either to the bacillus or to a filtrate from a broth culture. 

The fact that the staphylococcus is not always found in acne 
lesions and then usually in small numbers, compared to the quantity of 
acne bacilli, makes it most likely that it plays a minor role either actively 
or passively in the production of the disease. 


CONCLUSIONS 
1. The acne bacillus 1s not pathogenic for mice, rabbits or guinea- 
pigs. 

2. When introduced alive intradermally into rabbits, it produces 
inflamed abscesses, which may persist for several months ; however, the 
same reaction occurs after the injection of dead organisms. 

3. Similar lesions follow the injection of white staphylococci, but 
they do not persist so long as those due to acne bacilli. 

4. In a few limited experiments in man, we were unable to find any 
evidence of active infection after intrafollicular injection of the bacillus, 
although inflammatory papules and pustules were produced. 

5. Whether or not active propagation of the acne bacillus takes place 
in the perifollicular tissues in acne vulgaris, acneform lesions would 
result if the organism was liberated into the tissues in sufficient quan- 
tities from the comedo or from the sebaceous material. 
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ABSTRACT OF DISCUSSION 


Dr. Ernest Dwicut CuipMan, San Francisco: Dr. Ketron and Dr. Brown 
have made a painstaking study of the pathogenicity of the acne bacillus, and 
it seems to me that the results which they have shown are in line with those 
of other workers, in that they tend to demonstrate that the acne bacillus is more 
casual than causal. This is on the experimental side. I think that this squares 
with the results on the practical side, because while many have reported good 
results with the acne vaccine I believe today most of us get better results with 
other agents. The essayists spoke of the problem of acne. I take it that they 
mean the problem in its strictly bacteriologic sense. If the problem is one of 
etiology, I think that one must take endocrine influences into consideration. | 
believe that one is dealing with two different entities in the acne of juveniles and 
that of adults. In dealing with the condition in juveniles one must consider 
endocrine influence, because at the age of adolescence there is the awakening 
of the entire pilosebaceous system, the excessive sebaceous secretion and the 
comedo. The comedo is the sine qua non of acne—if there is no comedo 
there is no acne. It seems to me that one should not concern oneself so much 
with the bacteriologic content of the comedo after it has developed as with the 
means to prevent its formation. 

So I think that while Dr. Ketron may be disappointed in not proving the 
acne bacillus the definite cause of acne, the value of his work lies in preventing 
one from attaching a too high value to the purely bacteriologic factor in this 
disease. 

Dr. Marion B. Sutzpercer, New York: I enjoyed the interesting paper of 
Dr. Ketron and Dr. Brown. I was particularly interested in it, because several 
months ago I engaged in a similar piece of work in the clinic of Professor 
Jadassohn in Breslau. I did not examine acne bacilli, but confined myself to 
investigations with staphylococci and streptococci. The purpose of these investi- 
gations was to ascertain whether strains of bacilli isolated from various pathologic 
skin conditions (in which it could be assumed that these microbes were of etiologic 
significance) differed from one another, and also whether such strains differed 
from apparently similar bacteria derived from normal skin. I examined strains 
of staphylococci, both aureus and albus, as well as streptococci, isolated from 
impetigo staphylogenes and streptogenes, from acne, furfuncles and other pyoder- 
mas, and also such bacteria obtained by culture from the normal skin of patients 
with and without pyogenic infections. Suspensions of the bacteria were titrated 
according to the turbidocolorimetric method of Dold, and quantities of living 
microbes as nearly equal in number as possible were injected intradermally into 
rabbits. The differences in reaction were not constant enough to be regarded as 
useful in the classification of the strains, and the individual variations from 
animal to animal were so great that it would have required experiments in a 
tremendous number of rabbits to enable one to consider a certain form of reaction 
as typical of a certain strain. Some strains obtained from normal skin caused 
severe toxic and necrotic reactions in the skin of some of the rabbits, while 
others originating fron: staphylococcic or streptococcic skin lesions were practically 
innocuous for some of the animals. 

In view of the great differences in the effect of one and the same strain on 
the different rabbits, it might be interesting to pursue this type of research 
in order to attempt to ascertain the causes for these variations of the individual, 
which are also so evident in the pathology of the diseases of human beings 
which are due to these cocci. 
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For the present, we must say that the method of animal experimentation 
which I employed has not helped us. With it we are no more able to distinguish 
between staphylococci and streptococci in various skin diseases, or between these 
and microbes apparently vegetating saprophytically on normal skin, than we were 
able to do so by comparison of vaccines, or with cultural differences such as 
coagulation of plasma, liquefaction of gelatin, hemolysis, pigment formation and 
so forth. 

Dr. Ltoyp W. Kerron, Baltimore: With reference to Dr. Chipman’s com- 
ment, I believe that the acne bacillus is causative as far as the formation of 
the inflamed acne lesion is concerned. What relation these bacilli have to the 
formation of the comedo we do not know, but I feel that we have shown definitely 
that they can produce lesions similar to those of acne vulgaris when introduced 
experimentally into the tissues of either man or animals. The comedo or blocking 
of the outlet of the sebaceous gland is undoubtedly the forerunner of all active 
lesions of acne. It is only necessary for rupture of the follicle to take place 
with a liberation of bacilli into the tissues for the production of the nodule 
or pustule of acne. Why this breaking of the follicle does not occur in all 
cases with comedo formation is as yet not clear. In the old acne nodules, in 
which there is a granulomatous reaction, bacilli are seldom found in the tissues 
in serial sections but may be present in comedo fragments and cultures are usually 
positive. As has been shown experimentally, the lesion may persist for months 
after the organism has apparently disappeared. 

With reference to the work of Dr. Sulzberger, it is known that the irritating 
activity of dead bacterial protein has no definite relation to the pathogenicity 
of the organism. It has been shown, for example, that the protein of Bacillus 
pyocyaneus is far more toxic than that of the diphtheria bacillus. 
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GASTRIC SECRETION IN PSORIASIS, ECZEMA AND 
DERMATITIS HERPETIFORMIS * 


SAMUEL AYRES, Jr, M.D. 


LOS ANGELES 


The past five years have witnessed an increasing interest in the func- 
tional and biochemical factors in the etiology of certain so-called toxic 
dermatoses. Studies involving careful examinations of the chemistry 
of the blood and tissues, the secretion of sweat, the involuntary nervous 
system and the gastro-intestinal tract have replaced much vague specula- 
tion with well established facts. The definite recognition that dis- 
turbances in the gastric secretion constitute a common underlying cause 
of acne rosacea, as pointed out by Ryle and Barber,’ Brown? and 
others, has converted a hitherto obstinate disease into one which is 
reasonably amenable to treatment. 


TasLe 1.—Results of Brown's Study of Gastric Analysis in Fifty Cases 


Cases Per Cent 


Using the fractional method of gastric analysis, Brown studied fifty 
cases of acne rosacea. The results of his study are shown in table 1. 

Other investigators have reported essentially similar observations in 
acne rosacea, some showing even a larger percentage of cases in which 
hypo-acidity is present. 

Brown also examined the gastric secretion in a series of fifty cases of 
various dermatoses, but there was not enough of any kind of case to 
justify his drawing conclusions. He did find, however, that in most of 
the acute generalized dermatoses (twelve cases) there was a marked 
hyperchlorhydria. 

Barber * found complete or nearly complete achlorhydria in three 
adults with hydroa aestivale, but a normal or high acid content in two 
juvenile patients. 

Urbach * found a low gastric acidity in the majority of a series of 
150 cases of chronic eczema. In a series of thirty-two cases of neuro- 


* Submitted for publication, March 29, 1929. 
* Read at the Fifty-Second Annual Meeting of the American Dermatological 
Association, San Francisco and Del Monte, Calif., July, 1929. 

1. Ryle and Barber: Lancet 2:1195, 1920. 

2. Brown, W. Herbert: Brit. J. Derm. & Syph. 37:213 (May) 1925. 

3. Barber, H. W.: Proc. Roy. Soc. Med. 17:18 (Nov. 9) 1923. 

4. Urbach, E.: Arch. f. Dermat. u. Syph. 142:29 (July 10) 1922. 
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dermatitis in which the fractional method was used, with determinations 
at the fasting, twenty minute and forty-five minute periods, Urbach 
found the hydrochloric acid absent in ten cases, fairly low in six cases, 
normal in four cases and high in thirteen cases. 

Ehrmann ° reported a series of sixty-three cases of eczema, twenty 
of which showed no hydrochloric acid and a total acid ranging from 
2 to 21; twelve cases showed free hydrochloric acid of from 2 to 10, 
with a total acid of from 8 to 26; eight cases showed free hydrochloric 
acid of from 10 to 20, with a total acid up to 35. Twenty-two cases 
showed normal hydrochloric acid, and one case showed hyperacidity. 
Waller,’ however, found hyperacidity in twenty-two of a series of 
twenty-seven cases of eczema. 

My interest in extending these investigations was the result, pri- 
marily, of the strikingly low acidity found in a patient with psoriasis who 
had complained of abdominal distention (case 9, table 2). This woman 
had generalized psoriasis the total duration of which was twenty-two 
years. At the time she was first seen, the eruption was so acute that large 
areas over the buttocks were so fissured and painful that she was unable 
to lie on her back. She also had marked secondary anemia. Permanent 
improvement dated from the beginning of the administration of dilute 
hydrochloric acid after meals, nearly a year before this paper was 
written. 

During the past year, fractional gastric analyses have been made in 
nineteen cases of psoriasis, eleven cases of eczema and four cases of 
dermatitis herpetiformis. The routine Ewald test meal, consisting of 
two thin slices of bread and about 8 ounces (236 cc.) of water, was 
used. A normal acidity curve * was regarded as one in which the total 
and free hydrochloric acid was at or near zero in the specimen taken 
during fasting, and rising to a peak of approximately 60 for the total 
acid and 50 for the free hydrochloric acid in about one hour and fifteen 
minutes and gradually approached zero in about two and a half hours. 
When the values for the total and free acids were one-half the normal 
values or less, the case was regarded as showing hypo-acidity. When 
the values exceeded the normal by 10 to 15 points or were relatively 
high at the beginning of the test, the case was regarded as showing 
hyperacidity. In three instances, a pronounced discrepancy occurred 
between the total acid and the free hydrochloric acid. I have interpreted 
these cases as showing either a normal or a high acid (cases 17, 


18 and 23). 


5. Ehrmann: Arch f. Dermat. u. Syph. 138:346, 1922. 
6. Waller: Zentralbl. f. Haut. u. Geschlechtskr. 3:269, 1921. 

7. Hawk: Practical Physiological Chemistry, ed. 8, Philadelphia, P. 
Blakiston’s Son & Co., 1923. 
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Table 3 is a summary of my cases. 


COMMENT 


Correlation of the degree of abnormality of the gastric secretions 
with the history of gastro-intestinal disorders and with severity of the 
cutaneous manifestations was impossible in many instances, although it 
did occur to a striking degree in some cases. These relationships are 
shown in table 4. 

This work has not been under investigation long enough to warrant 
any statements regarding the results of treatment along the indicated 
lines except in a few instances in which the improvement, at least up to 
the present, has been gratifying. The results in other cases have proved 


TABLE 3.—Summary of Author’s Cases 


Psoriasis Dermatitis Herpetiformis Eezema 
(19 Cases) (4 Cases) (11 Cases) 
—— 


Cases Per Cent Cases Per Cent Cases Per Cent 


52 72 
26 os ee 18 
21 9 


Tas_e 4.—Correlation of Gastro-Intestinal Symptoms, Severity of Eruption and 
Abnormality of the Gastric Secretions 


Dermatitis 
Psoriasis Herpetiformis Eezema 
(19 Cases) (4 Cases) (11 Cases) 


Cases PerCent Cases PerCent Cases Per Cent 
All correlate E 1 25 7 63 
History and abnormality of gastric secre- 
tion correlate 
Severity of eruption and of gastric secre- 
tion correlate 


disappointing. In case 9 the patient definitely improved under treat- 
ment; the three cases of dermatitis herpetiformis showed gratifying 
results, although the patients have not been followed for a sufficiently 
long time. 

Case 26 deserves especial mention. The patient, whose face had been 
almost continuously eczematous for more than forty years, showing a 
red, leathery condition, and who had achylia, had been practically normal 
under treatment with dilute hydrochloric acid for nearly a year. 


SUMMARY AND CONCLUSIONS 


1. The results of fractional gastric analyses have been tabulated in a 
series of nineteen cases of psoriasis, four cases of determatitis herpeti- 
formis and eleven cases of eczema. 


* 
Normal acid........ 5 
High acid........... 4 
4 
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2. Owing to the small number of cases reported, sweeping deduc- 
tions are not justified, concerning either the causal relationship between 
the dermatoses and the abnormality of the gastric secretion or the results 
of treatment as indicated by the gastric analysis. 

3. The cases studied in this series show a predominance of abnormal 
acid curves, of which 52 per cent of the cases of psoriasis, 75 per cent of 
the cases of dermatitis herpetiformis, and 72 per cent of the cases of 
eczema showed a low total acid and a low free hydrochloric acid. 


315 Westlake Professional Building. 
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THE QUANTITATIVE KAHN PROCEDURE WITH 
STANDARD AND SENSITIZED ANTIGENS * 


ELIZABETH B. McDERMOTT 


ANN ARBOR, MICH, 


It was shown elsewhere * that the regular Kahn test with standard 
antigen is considerably less sensitive than the presumptive procedure 
which employs sensitized antigen. In the general run of cases observed 
in the University Hospital, the presumptive procedure is 2.5 per cent 
more sensitive and in patients treated for syphilis 26 per cent more sensi- 
tive than the regular test. The question arose as to the comparative 
sensitiveness of the quantitative Kahn procedure when the standard and 
sensitized antigens were employed. 

It will be recalled that the quantitative procedure gives the potency 
of syphilitic serums in terms of Kahn units.* One of several serums 
giving 4 plus reactions might indicate 800 units, another 400 and still 
another perhaps 120. These units are determined by the performance 
of the precipitation reaction with a series of serum dilutions under con- 
stant conditions. The highest dilution in which precipitation occurs 
establishes the number of units in the serum. 

Preliminary experiments indicated that when the quantitative pro- 
cedure with serum is carried out in parallel with standard and sensitized 
antigens, a marked increase is obtained in the number of units with the 
more sensitive antigen. It was desired to find whether this increase is 
constant with all syphilitic serums. A number of serums giving positive 
reactions with the regular Kahn test were thereupon examined with the 
quantitative procedure, the standard and sensitized antigens being used. 

In the accompanying table is presented the number of Kahn units 
given by fifty serums with the two antigens. One of the serums showed 
a decrease in the number of units with sensitized antigen, four gave the 
same number of units with both antigens, and the remaining forty-five 
showed an increase in the number of units with the sensitized antigen, 
ranging from five to twenty times those obtained with standard antigen. 
The ratio of increased sensitiveness with sensitized antigen is given in 
the last column of the table, and was obtained by dividing column IT, 


* Submitted for publication, June 18, 1929. 

*From the Serological Laboratory, University Hospital, University of 
Michigan. 

1. McDermott, E. B.: The Presumptive Kahn Procedure in Syphilis Based 
on Fifteen Thousand Examinations, Arch. Path. 8:661 (Oct.) 1929. 

2. Kahn, R. L.: The Kahn Test, A Practical Guide, Baltimore, Williams & 
Wilkins Company, 1928, p. 134. 
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which represents the number of units obtained with sensitized antigen, 
by column I, representing the number of units obtained with standard 
antigen. It is of interest to note that serums indicating a comparatively 
small number of units with standard antigen show a higher ratio of 
increased sensitiveness with sensitized antigen than those indicating a 
comparatively large number of units with standard antigen. 

In his original description of the quantitative procedure, Dr. Kahn * 
recommended the use of the more sensitive antigen. Since this method 
is applicable especially to patients treated for syphilis, he believed that 
reactions of high sensitiveness were desirable. In his later publication, 
however, he discussed the quantitative procedure largely in connection 


Increase in Sensitiveness of Sensitized Over Standard Antigen in Quantitative 
Procedure: Expressed in Kahn Units 


Column IT 


Il. Column I 
Number Number Ratio of Increased 
of Units with of Units with Sensitiveness of 
Number of Serums Standard Antigen Sensitized Antigen Sensitized Antigen 
4 4 4 1 
5 4 20 5 
8 4 40 10 
1 4 86 20 
4 2 40 2 
3 20 80 4 
1 a 160 
1 2% 
1 40 Oo 1.5 
5 40 80 2 
1 40 120 3 
1 40 160 4 
Py 40 200 5 
1 40 240 6 
1 40 560 M4 
1 80 160 2 
2 240 3 
2 80 320 4 
1 80 400 5 
1 120 280 2.3 
2 120 560 4.7 
800 6.7 
1 300 2400 6.7 


with standard antigen. It is evident from my observations that the use 
of standard antigen in the quantitative procedure results in the detection 
of considerably less syphilitic reagin, in terms of units, than the use of 
sensitized antigen. 

In diagnostic cases, conservative reactions are essential to avoid the 
possibility of false positive results. In patients treated, however, since 
they are known to be syphilitic, there is no danger of false reactions. 
It would appear more desirable, therefore, to adhere to the original 
recommendation of Dr. Kahn, and in the serologic laboratory of the 
University Hospital quantitative tests with sensitized antigen are made 
on the blood of all patients undergoing antisyphilitic therapy, with sat- 
isfactory results. 


3. Kahn, R. L.: Serum Diagnosis of Syphilis by Precipitation, Baltimore, 
Williams & Wilkins, 1925, p. 148. 
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CAROTINEMIA ASSOCIATED WITH DIABETES 


REPORT OF A CASE* 


FRED WISE, M.D. 
AND 

F. A. DIASIO, M.D. 

NEW YORK 


Carotinemia is a condition to which von Noorden, in 1904, gave the 
name “xanthosis diabetica,”’ although it occurs also in nondiabetic 
patients. He noted that in some diabetic persons a peculiar yellow dis- 
coloration of the skin appeared which affected chiefly the palms, soles 
and face. These patients were maintained on a diet rich in vegetables. 
Their blood serum became intensely yellow. Van den Bergh and 
Snapper, in 1913, demonstrated the fact that bilirubinemia did not play 
a role in this discoloration, but that it was due to an excess of lipo- 
chromes in the blood stream. That the degree of xanthosis was depen- 
dent on the lipochrome content of the blood was later shown by Burger 
and Rheinhart. In 1919, Hess and Meyers described the peculiar yellow 
discoloration as “carotinemia,” choosing this name on account of the 
carotinoid coloring matters, known as the lipochromes, which exist in 
carrots, green vegetables, oranges and other fruits and vegetables, as 
well as in body fat, milk fat, egg yolk and other food. 

Carotinemia is fully discussed in more recent publications,’ notably 
those of Greene and Blackford,? Stoner * and Rabinowitch,* to which 
the reader is referred for complete references and reviews of the 


literature. 


* Submitted for publication, July 26, 1929. 

*From the Department of Dermatology and Syphilology, New York Post- 
Graduate Medical School and Hospital. . 

1. Anasi, M.: Ueber das Wesen der Carotinose durch Curcurbita Maxima, 
Path. Anat. Inst. Sapporo, Sixteenth Annual Session, Tokyo 2:4, 1926; Tr. Path. 
Soc. 16:133, 1928. Polleri, P. M.: Carotinemia, Pathologica 20:460, 1928. Alt- 
mann, M.: Ueber pseudoikterische Hautfarbungen bei Diabetikern, Arch. f. 
Verdauungskr. 42:531, 1928. Feissinger, N.; Walter; and Thierry, J. E.: Caro- 
tinémie et xanthochromie plasmatique, Compt. rend. Soc. de biol. 98:1297, 1928. 
Monceau, R.: La carotinémie des tuberculeux, Compt. rend. Soc. de biol. 97: 
1064, 1927. Gragger, Eugen: Ueber einen Fall von Aurantiasis cutis Baelz, 
Dermat. Wchnschr. 88:716 (May 18) 1929; Potts, W. J.: Carotinemia in an 
Adult, J. A. M. A. 93:30 (July 6) 1929. 

2. Greene, Carl H., and Blackford, L. Minor. Carotinemia, M. Clin. N. 
Amer., The Mayo Clinic Number 10:733 (Nov. 3) 1926. 

3. Stoner, Willard C.: Carotinemia, Am. J. M. Sc. 175:31 (Jan.) 1928. 

4. Rabinowitch, I. M.: Carotinemia and Diabetes, Canad. M. A. J. 18:527 
(May) 1928. 
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Fig. 1—Canary yellow discoloration of the face and chest in patient with 


carotinemia associated with diabetes. 
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Fig. 2.—Canary yellow discoloration of palms of the hands. 
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Fig, 3—Canary yellow discoloration of the soles of the feet. ; “ 7 
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Fig. 4—A, serum of patient discolored by carotinoid pigment in the blood. 
B, normal (control) serum. C, urine of patient with carotinemia showing color 
reaction of carotin test. 
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WISE-DIASIO—CAROTINEMIA AND DIABETES 


Greene and Blackford wrote that: 


Carotinemia has often been noted in the Mayo Clinic in cases of diabetes. It 
has been noted much less often in other cases, but during the last five years, 
thirteen cases have been observed without the presence of diabetes. Although the 
condition is of little metabolic significance, the circumstances under which it may 
arise and the possibility of confusion in diagnosis, warrant the discussion of the 


following cases. 


Rabinowitch expressed the belief that the occurrence of carotinemia 
in diabetic persons suggests an unfavorable prognosis. He recorded 
fifty-nine cases of carotinoid pigmentation in 1,014 diabetic patients 
under his observation. 

The following case is reported on account of the striking yellow 
staining of the palms, soles and face and also because of the interesting 
features pertaining to the patient’s associated diabetes. 


REPORT OF CASE 


Mrs. H. H., an American housewife, aged 27, was seen in consultation with 
internists on April 22, 1929, on account of a pigmentation of the skin which had 
developed within the past two weeks while she was under treatment for diabetes. 

The patient stated that she had had scarlet fever, measles and pneumonia 
when a child. About six months before consultation she gave birth to a dead 
full-term infant. During pregnancy sugar had been found in the urine, but when 
the patient was discharged from the maternity sanitarium the physician assured 
her that the urine was sugar-free. Soon the patient became irritable and depressed 
and grew gradually weaker. On Jan. 3, 1929, she became semicomatose, refused 
to answer questions, talked incoherently and was finally brought in an ambulance 
to the Lincoln Hospital in deep coma. Examination revealed the patient to be 
stuporous, with an acetone breath, cold extremities, small, rapid pulse, subnormal 
temperature and fixed, dilated pupils; sugar, acetone and diacetic acid were 
present in the urine, and the blood sugar estimation was 454 mg. per hundred 
cubic centimeters. With stimulation, clyses, infusions and insulin, the patient 
recovered from coma. She was then given a diet having a total of 885 calories 
and containing 50 Gm. of protein, 65 Gm. of fat and 25 Gm. of carbohydrate. This 
diet included the following vegetables: lettuce, celery, cucumbers, spinach, water- 
cress, tomatoes, asparagus, rhubarb, cauliflower, cabbage, radishes, string beans 
and egg plant. A choice of half a grapefruit, one small orange or half of a 
small muskmelon was also allowed. The number of calories per day was gradu- 
ally increased. After two weeks the patient had improved a great deal and was 
discharged. She was then receiving a diet containing 58 Gm. of protein, 101 Gm. 
of fat and 43 Gm. of carbohydrate, which gave a total of 1,313 calories. 

On the following night she was readmitted to the hospital with symptoms of 
nervousness, worry about an impending insulin shock, clammy perspiration, 
twitchings of various muscles and fear of death. Examination showed the pres- 
ence of sugar, pus and red cells, without acetone or diacetic acid in the urine, 
and a blood sugar estimation of 170 mg. per hundred cubic centimeters. She 
had a septic temperature. After three weeks’ stay in the hospital, during which 
the pyelitis cleared up and the blood sugar was brought down to normal in spite 
of a diet totaling 1,786 calories, she was referred to the outpatient department. 
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Since the patient has been subsisting on the foregoing diet and receiving 
insulin, she has felt well and has gained weight, and the urine has been sugar- 
free. Three weeks previous to our consultation the palms, soles and forehead 
exhibited a peculiar yellow discoloration. 

The family history was essentially unimportant. 

Physical Examination.—The patient was tall, slender and somewhat under- 
weight. There was a deep canary yellow pigmentation of the forehead, palms 
and soles. The sclerae were not discolored. The mucous membranes were pink. 
The skin over the rest of the body was pinkish-white, and there were no other 
visible lesions present, with the exception of light yellow pigmented areas on the 
neck, chest, shoulders and dorsal surfaces of both hands. The head was normal. 
The pupils were equal, reacted properly and showed no abnormality. The teeth 
were in fair condition, and the tonsils were atrophic. There were no blemishes 
on the face. There was no adenopathy, and the thyroid gland was not palpable. 
The heart sounds were normal, and the lungs were clear. The abdomen was 
flat and otherwise normal. The breasts were flabby. The extremities were not 
swollen or edematous. The blood pressure was 120 systolic and 80 diastolic. 

Skin: The skin of the face, palms and soles was normal, except for the 
pigmentation (figs. 1,2 and 3). This pigmentation was of a striking yellow color; 
it did not resemble the yellow of icterus, but simulated the tint produced by a 
weak solution of picric acid. The pigmentation was most pronounced in the 
midportion of the palms and soles, especially where there was a local hyperkera- 
tosis, and on the forehead, above the eyebrows and glabella. The areas 
of discoloration were sharply defined on the extremities, but shaded off to 
the normal skin on the face. The chest and back presented scattered and il! 
defined patches of light yellow staining of similar hue. Pruritus was absent. 


Laboratory Examinations.—Repeated urinalyses were done. The urine was, 
as a rule, strongly yellow, in spite of the low specific gravity. The color did not 
compare with the greenish-yellow tint of bile-stained urine. The test for bile 
was always negative. Since the patient had recovered from coma, acetone and 
diacetic acid were absent; occasionally, a trace of sugar was found in the urine. 

The blood showed a color index of 0.97; a hemoglobin of 70 per cent; white 
blood cells, 5,200, and red blood cells, 3,530,000. The differential count showed 
polymorphonuclears, 57 per cent; large lymphocytes, 24 per cent; small lympho- 
cytes, 19 per cent; no eosinophils and no abnormal forms. The blood serum had 
a deep orange tone in contrast to the pinkish-yellow hue of a normal serum 
(fig. 4). 

The icterus index was 18. The cholesterol in the blood varied between 0.162 
and 0.174 per hundred cubic centimeters. However, creatinine (1.2 mg.), uric 
acid (3.2 mg.), urea nitrogen (from 15.29 to 18.1 mg.), nonprotein nitrogen (27.6 
mg.), chlorides (0.478 per cent) and the carbon dioxide combining power (53.2 
cc. per hundred cubic centimeters of plasma) were all within the normal range. 
The sugar, while not markedly increased, fluctuated between 0.13 and 0.194 mg. 
per hundred cubic centimeters of blood. 

The test for carotin in the blood was positive. The detection of carotin 
depends on two properties of this pigment; namely, its solubility in alcohol and 
petroleum-ether and its failure to be absorbed onto calcium carbonate. Other 
blood pigments, particularly those of bile, during the test remain in the alcoholic 
fraction, while the carotin is quantitatively extracted by the low-boiling-point 
petroleum-ether. The following test was carried out: 5 cc. of plasma is mixed 
with a sufficient quantity of plaster of paris to make a thick paste. To this is 
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added 5 cc. of 95 per cent ethyl alcohol. The mixture is then shaken for a few 
minutes until the proteins are completely precipitated. An equal volume (5 cc.) 
of petroleum-ether (low-boiling) is added. The mixture is shaken for ten min- 
utes and then centrifugated. The layer of ether will have acquired a yellow 
tinge, if the vegetable pigment is present. This yellow upper layer, indicating a 
positive result, may then be poured off into a clean, dry test tube and, for quantita- 
tive work, compared with standard colors. The latter are solutions of oleic acid 
in petroleum-ether or of dichromate salts which are arbitrarily chosen as units 
of pigment. 

Treaiment.—Since the onset of the present illness, the patient has been receiv- 
ing insulin, in addition to her special diet. While the total number of calories 
per day has been gradually increased, the amount of insulin has, to some extent, 
been decreased, without any glycosuria. Since the pigment will disappear slowly 
from the skin when the carotin-rich food is eliminated from the diet, we have 
requested the patient to avoid those vegetables in her dietetic regimen which have 
been the source of pigment. 

SUMMARY 


1. A young woman with diabetes developed carotinemia about two 
months after she was first treated for diabetic coma. 

2. The forehead, palms, soles and parts of the chest and back were 
pigmented canary yellow. The sclerae were normal. 

3. The test for carotin in the blood was positive. The serum was 
colored brownish-yellow. 

4. Neither bilirubinemia nor hypercholesterolemia was present. 

5. Bile was absent in the urine, and carotinoid pigment was present. 

[Nore: A section of pigmented skin was removed from the palm for micro- 
scopic examination. The piece of tissue was inadvertently placed in alcohol, 


which washed out the coloring matter, and the patient refused to submit to a 
second biopsy. Microscopic examination of the skin revealed no deviation from 


the normal.] 
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Biography 


ERNEST BAZIN 


A SKETCH OF HIS LIFE AND WORKS 


B. BARKER BEESON, M.D. 
CHICAGO 


Antoine Pierre Ernest Bazin was born not far from Paris, in the 
little community of Saint-Brice-sous-Bois, on Feb. 20, 1807. Being 
one of a large family he received his preliminary education at a modest 
boarding-school in Montmorency ciose by. It is said that he wished to 
study engineering in order to enter the Department of Roads and 
Bridges, but since both his father and his maternal grandfather were 
physicians, Bazin was persuaded to take up medicine instead. He proved 
to be a brilliant student and obtained with ease an externship and later 
an internship in Paris. Dupuytren, Rostan and Biett were among his 
teachers. After a remarkable concours, Bazin won the gold medal 
internship which in addition to the medal gave him the privilege of 
serving two more years. Brodier states that Bazin was an intern at 
Hospital Saint-Louis in 1834, in the service of Manry. He attended 
the last lectures of Alibert, and it is stated that he was a most assiduous 
attendant at the popular clinics of Biett who was then the leading 
dermatologist of France. Bazin apparently had no idea of taking up 
dermatology at that time. Hardy who was a fellow intern of Bazin’s 
at Saint-Louis states that he had no real teacher as regards dermatology 
save himself. His thesis entitled ‘Researches on the Pulmonary Lesions 
to Be Considered in the Morbid Affections Known as the Essential 
Fevers” was submitted on Aug. 21, 1834. 

Two years later Bazin was appointed physician to the Hospitals 
of Paris after taking first place in the severe examinations. In 1835, 
he had entered the competition for the aggregation in medicine but 
without success. Three years later he again entered the contest, and 
although his thesis was a brilliant one, he failed on account of an intrigue 
on the part of Chomel. Six other contestants were appointed. After 
this reverse Bazin was very much disgusted and discouraged and made 
no further attempts to secure a faculty position. The year 1841 found 
him on the staff of the Broca Hospital, which he left three years later 
for Hospital Saint-Antoine, from whence he went to Saint-Louis in 
1847. Not having heretofore confined himself largely to skin diseases, 
Bazin prepared himself by several years of constant study before enter- 
ing into combat with his colleagues there, among whom were Hardy, 
Devergie, Cazenave and Gibert. During the period from 1834 to 1847, 
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Bazin had written several articles on anatomic subjects, among them 
a description of the lung (1836) and another article dealing with the 
connection between the spinal cord and the spinal nerves (1838). 

Having been charged with the treatment of all patients with scabies 
at Hospital Saint-Louis in 1850, Bazin undertook a serious study of the 
question ; he concluded that Acarus was present all over the body save 
on the head. Along with G. Piogey, then his intern, he had found the 
burrows to be thus generally distributed, calling for a general inunction 
with the salve so as to kill all of the itch mites and not for the purpose 
of correcting faulty humors as Helmerich had suggested. This was 
in marked contrast to the treatment employed by Cazenave, who previous 
to Bazin had been charged with the treatment of patients with scabies ; 
this physician, Bazin said, merely had the sulphur salve rubbed into 
the hands, the feet and the wrists. Bazin reduced the time required 
for treating a patient with scabies by reducing the treatment from 
forty inunctions to two. In his lectures on the parasitic skin diseases 
which were published in 1858, Bazin speaks of this as follows: “I had 
in this way reduced to two or three days the stay of each scabies 
patient in our wards, and had rendered a real service to the administra- 
tion of the Hospitals of Paris. Monsieur Hardy, who came after me, 
has done still better and today, as you are aware, the treatment of 
scabies has been reduced to an hour, and the patients are no longer 
admitted to the hospital.” 

Bazin first wrote about ringworm in 1853, recognizing that both 
ringworm and favus were due to vegetable parasites, as set forth in 
the ideas of Schoenlein, Gruby and Remak. He believed that ringworm 
was due to Trichophyton, that Achorion produced favus and that pelade 
or alopecia areata was due to Microsporon. Bazin treated patients 
with ringworm and favus by epilation followed by parasiticides, thus 
improving on the idea of the Mahons, who used epilation exclusively. 
In these cases he favored daily sessions of epilation, lasting from one 
to two hours daily for three or four days, until the head had been 
well cleared of diseased hairs. This epilation was not entrusted to 
any but those especially trained. After each epilation the scalp was 
well sponged with a corrosive sublimate solution (from 2 to 5 Gm. 
of that drug being dissolved in 500 cc. of water), and an ointment 
containg 10 per cent of oil of cade in lard was commonly rubbed 
in four or five hours after epilation. In some cases, Bazin employed 
a salve containing turbith mineral, 0.5 Gm.; oil of almonds and glycerin, 
2 ce. each, and lard, 15 Gm. On other occasions, an ointment consisting 
of 1 Gm. of copper acetate and of 500 Gm. of lard was used in the 
postepilative treatment for favus and ringworm. At the outset, Bazin 
did not concede the relationship between ringworm of the body and 
that of the scalp. It is said that to the last, Microsporon was the 
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cause of alopecia areata in his estimation. By 1855, he had effected 
a veritable revolution so far as scabies, favus and ringworm were con- 
cerned and had become the real chief of the French school of dermatol- 
ogy. His ideas received early support from Hardy and later from 
Gibert, but Cazenave and Devergie attacked him bitterly before finally 
conceding the correctness of his ideas along these lines. 

In 1851, Bazin wrote about molluscum contagiosum under the title 
of acne varioliformis, but his article was considered of slight value by 
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1807-1878 


Besnier. He described as acne pilaire what Boeck later called acne 
necrotica. In 1874, Bazin called attention to that curious disorder, acne 
cheloidique, which Kaposi termed dermatitis papillaris capillitii. Brocq 
credits Bazin with first describing hydroa vacciniforme and erythema 
induratum as well as with having an idea of the painful polymorphous 
dermatoses which he referred to as bullous hydroa and arthritic pem- 
phigus. In addition, Brocq stated that Bazin apparently knew of Unna’s 
seborrheic eczema and its allied conditions. Gaucher claimed that Bazin 
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had described all or almost all of the existing skin diseases, even those 
which were invented after his death. 
From 1856 to 1868, Bazin wrote on scrofula, the diatheses, skin 
deformities, leprosy, the generic skin diseases, purpura, etc. His lessons 
on the artificial skin disorders appeared in 1862. Bazin’s lectures on 
the treatment for the chronic disorders in general, especially those of e 
the skin, were published in 1870. The indications for the various 
springs are worthy of mention. Patients with arthritis and herpes 
were sent to Vichy, Vals, Royat and Bourboule the waters of which 
are strong in sodium bicarbonate and arsenic. Patients with scrofula 
were recommended to springs such as Salies-de-Béarn, Wildegg and 
Kreuznach, which contained plenty of bromine, iodine and chlorinated 
soda. After retiring from the Saint-Louis Hospital toward the end 
of 1872, Bazin wrote numerous articles for the “Encyclopedic Dictionary 
of the Medical Sciences.” 
According to Besnier, Bazin wrote intelligently about eczema. In 
fact, he considered Bazin’s work on that most vexing problem as the 
best effort of the French school. He omitted mention, however, of 
the tiny orifices in the skin, the importance of which was emphasized 
by Devergie, and he apparently overlooked the reproduction of the 
vesicles as noted by Rayer. Bazin agreed with Lorry that there were 
two varieties of eczema; one of internal origin and the other due to 
external causes. 
Bazin’s original description of erythema induratum as found in his 
lectures on scrofula may well be quoted: 


Erythema induratum, of scrofulous nature, is not rare. It is characterized 
by reddish indurated patches, from which the pressure of one’s finger tempo- 
rarily removes the redness but it soon reappears. One feels an induration in as 
well as under the skin, which reaches more or less deeply into the subcutaneous 
tissue. The redness, which is more or less dark, often violaceous, and more 
marked in the center of the patch, shades gradually into the surrounding normal 
skin. These patches do not itch: pressure on them with the finger is only slightly 
painful. This affection is most commonly observed on the legs, more often in 
young girls than in boys. I have often seen it in young washerwomen, young 
women who seemed to be in good health. Its site of predilection is the lower 
and outer part of the leg. Sometimes it is found above the heel, along the achilles 
tendon. Finally, it may be seen on the face, where I have observed it associated 
with scrofulous ophthalmia. 


Probably the lectures on scrofula and those on the parasitic skin 
diseases were Bazin’s outstanding contributions. He stated his belief 
that scrofula and tuberculosis were identical ; this theory was later con- 
firmed by pathology. Baudet mentions Bazin’s writings on syphilis, 
especially his pioneer description of the early malignant syphilids, the 
tuberculous syphilids and the tuberculo-ulcerative syphilids. In the 
treatment for these conditions he combined mercury and potassium 
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iodide. Bazin also emphasized the importance of osseous and visceral 
syphilis. Baudet quotes him as saying that in exceptional instances the 
primary lesion could be a chancroid or gonorrheal in nature. The 
latter conclusion was erroneous but as regards the former, he apparently 
had in mind the mixed lesion which Rollet of Lyon was the first to 
describe accurately. Twenty years before his death in 1878, Bazin 
believed in the occurrence of phthisis, nephritis and hepatitis, all due 
to syphilis. By his work on syphilis he undoubtedly paved the way 
for Fournier, Lancereaux, Mauriac, Jullien and others. 

A patient of Bazin’s had been seen by Cruveilhier, the pathologist 
and an outstanding member of the Paris medical faculty, who had 
diagnosed thé case as one of incurable pulmonary syphilis. Bazin 
attributed the symptoms to numerous broken-down gummas. He 
advised the use of potassium iodide, which soon effected a cure. 

The cholera epidemics of 1865 and 1866 interrupted Bazin’s teaching, 
which he resumed the next year and continued until his retirement. 
It was indeed appropriate that his successor should have been none 
other than Ernest Besnier. 

Early in his career, not finding enough to do with his as yet small 
clientele and hospital duties, Bazin decided to enter the field of medical 
journalism. His attempts along that line have been admirably described 
by Dr. Léon Brodier, who tells how unfitted Bazin was for such a 
venture. He did not have the universal science of a Littré nor the 
satire of a Fabre; he was not a born organizer like Guérin, and he 
did not possess the literary taste of a Réveille-Pariset. Moreover, 
Bazin had neither financial means nor backing. He was not diplomatic 
and lacked imagination. At that time he was comparatively unknown, 
and had no pupils to reflect glory on him. His first journal, the 
Medical Institute, appeared on July 15, 1839. It was destined to be 
a bimonthly publication, and was also to have a literary supplement, 
the Chronicler ; this supplement, however, never appeared. The Medical 
Institute lasted only four months, and reached a total of eleven numbers. 
This setback did not discourage Bazin, for in 1847 he came forward 
with a second medical journal, the Repertory of the Medical Sciences, 
which like its predecessor was of brief duration. Destined to appear 
in sixty numbers, it gave up the ghost after only six had been published. 
After this failure, Bazin became bitter toward the medical press, which 
he accused of publishing indiscriminately all articles submitted, even 
those which were manifestly inferior. He intrusted the editing of his 
lectures to favorite pupils. 

Naturally frank and outspoken even to the point of brutality, Bazin 
would not solicit support for a faculty position, and therefore he 
refused to make the required calls as he was advised by his father. 
Besnier, in a well written obituary read before the Medical Society of 


3 
ope 


BEESON—ERNEST BAZIN 871 


the Hospitals of Paris, credits Bazin with having been too free in his 
criticism of certain influential colleagues. Being without means or 
influence, Bazin had to carve out his own career. His striking success 
was due, in Besnier’s opinion, to a combination of energy, unceasing 
toil and a confidence in the righteousness of his cause. Bazin was 
kind and just to his pupils and patients. His life was a simple one 
even after Fortune had smiled on him. He lived in a modest home, 
and usually walked to the hospital, arriving there about 8: 30 o'clock. 
He had many ardent admirers, as well as numerous enemies who bitterly 
attacked his doctrines. Bazin was both irritable and vindictive and 
indulged in frequent polemics, especially with Cazenave and Devergie, 
who were slow in accepting his theories. Even such a staunch admirer 
of his as Gaucher referred to Bazin as a sort of Alceste. Alceste was, 
one may recall, the principal personage in Moliére’s “Misanthrope.” 
Since then that name has been applied to men who are brutally frank, 
without pity and the sworn enemies of the circumspection imposed by 
society. Bazin was quoted by Gaucher as thus referring to a colleague, 
“It is indeed singular that he has an air of intelligence.” 

From the start Bazin referred with admiration to the works of 
Lorry. He is said to have approved of the teachings of Plenck, Willan 
and Bateman as regards the elementary skin lesions. He also recognized 
the value of Rayer’s anatomicopathologic ideas, but he sought in vain 
for a nosologic classification of skin diseases in the strict sense of the 
word. Bazin attempted to demonstrate the inadequacy of the exclusively 
organopathic doctrines in the advancement of dermatology. He, further, 
tried to show the necessity of returning to the traditional principles 
of Hippocratic medicine, that is, observation of the patient and of the 
symptoms and morbid lesions presented by him. Bazin insisted that 
a large number of the pathologic states of the skin are not true diseases 
but rather the manifestations of various maladies. 

After Besnier, Brocq and Gaucher both paid high tribute to Bazin. 
In the opening lecture of the first postgraduate course on dermatology 
and syphilology to be given in Paris, Brocq referred to Bazin as follows: 
“For the great mass of physicians, Bazin is merely the discredited 
author of the diatheses: but for us, the dermatologists of France, 
he is the most marvelous dermatologic genius who has existed. Those 
not familiar with his works consider him as a theorist who deforms 
the facts at will so as to mold them according to his own ideas. The 
truth is that he was a sagacious and minute observer, guided by a 
rigorously scientific method. Here is his profession of faith as set 
forth in the preface to the first edition of his Lessons on the Parasitic 
Skin Diseases, “The true nosologist does not set forth from physiology, 
or anatomy, or pathological anatomy in order to study diseases and 
to classify them by a simple and natural method, he starts out with 
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the patient and observation is his torch.’ Brocq also adds, “Never, 
in any country, has a dermatologist erected such a monument. Bazin 
arrived too soon in a medical world which was too much occupied 
with the sole anatomical lesion. That was his misfortune.” Such a 
eulogy from the late chief of the French school of dermatology, whose 
keen judgment and uncanny appreciation of values are well known, 
speaks volumes. 

Gaucher said: “Bazin was the first dermatologist to understand the 
importance of .the parasitic theory. I recognize that he made his 
doctrine too complicated and that along with striking truths, he made 
most glaring errors as in the distinction between the diatheses 
and the constitutional disorders. He employed, quite erroneously, and 
in a confusing way, the term diathesis as for example applying it to 
cancer, to gangrene and to hemorrhages.” 

Bazin died suddenly of acute pulmonary congestion, on Dec. 13, 
1878, having been active almost to the last. Leaving his personal 
peculiarities aside, he surely is entitled to rank as an outstanding 
dermatologist. 
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Editorial 


NEED FOR ELASTICITY IN DIAGNOSTIC CRITERIA 


In a paper recently read before the Dermatological Section of the 
Pennsylvania State Medical Society, U. J. Wile called attention to a 
tendency in modern dermatologic practice which seriously handicaps 
diagnosis, and which probably is responsible for many of the dissenting 
opinions expressed in regard to the cases presented at various derma- 
tologic society meetings. This tendency is the adherence to textbook 
pictures of disease without a preper appreciation of the fact that all 
disease processes, particularly those which occur in the skin, are far 
more prone to appear in forms that vary from the typical than to con- 
form to the original descriptions. 

Morbid conditions, Wile states, are generally capable of certain 
cleancut definite characteristics without which they are difficult to 
established as entities. A particular disease, therfore, must have certain 
basic earmarks, which serve to distinguish it from others. All morbid 
conditions, however, are capable of infinite mutation, and so frequently 
present themselves as variants from the normal or original textbook 
description that the comprehensive understanding of a disease depends 
even more on a knowledge of its variants than on an understanding 
of its ordinary characteristics. 

In no other organ is disease process so capable of this great variation 
as in the skin; dermatoses vary greatly, dependent on geographic distri- 
bution. This is admirably illustrated in the various types of skin 
tuberculosis as these are seen in Europe and in our own country. The 
open and ulcerative forms as they occur in Europe make of our dry, 
nonulcerative variants occasional difficulties of diagnosis for the 
European trained clinician. The sarcoids and various tuberculids are 
strikingly more frequent in our country, although the incidence of 
skin tuberculosis is far greater in Europe than in our own country. 
What applies to tuberculosis may be said of many other diseases. 
Even syphilis and syphilids are subject to considerable variation, 
dependent on the country in which they are seen. Such mutative fac- 
tors are not only concerned with climatic conditions, but are dependent 
undoubtedly on factors of habits of living and racial background. 

The author emphasizes further the need for flexibility in diagnostic 
criteria in dermatologic diagnosis, calling attention to the fact that 
the same disease not infrequently changes its character from year to 
year. This is well illustrated in the apparent changing characteristics of 
pityriasis rosea. Up to a few years ago, this disease followed perhaps 
more closely a unique and more easily recognizable course than any 


@ 


| 


874 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


other. Its epidemic character in spring and fall, and its almost uni- 
formly benign self-limited course made it stand out as a striking 
example of a disease with but few unusual variants. This has com- 
pletely changed within the past few years. In our country at least, 
pityriasis rosea is no longer epidemic in spring and fall but is seen 
at ail times of the year. The past few years, moreover, has seen it 
occurring in a much more severe form. Not only do the cases vary 
individually in their gross appearance or onset, and deviate widely 
from the accepted textbook picture, but many are severe, last much 
longer than the usual time, and even occasionally incapacitate the per- 
son affected. 

The proceedings of our many dermatological societies illustrate fully 
how widely divergent are the views of well equipped men with regard 
to the interpretation of cutaneous pictures which do not conform to 
the common or textbook type. Many useless forensic debates con- 
cerning the identity of a given disease might be avoided by a conscious 
effort to cultivate the idea of the elasticity of diagnostic criteria; to 
include in the concept of a disease its many possible variants, rather 
than to look in each case for its typical example. 

Great confusion apparently exists when a disease associated with 
a certain part of the body occurs in unusual localizations. Lichen 
planus of the mouth, a frequent accompaniment of its cutaneous mani- 
festation, was with difficulty established as occurring in the mouth 
alone. The same disease occurring in the scalp appeared to present 
difficulties of diagnosis, even although accompanied with typical lichen 
planus lesions in other sites of election. Parallel observations might be 
carried into practically every disease of the skin. Age, race, geographic 
distribution, epidemic character, seasonal variation, and lastly the host 
or individual itself, constitute factors which may produce a variety of 
changes in the textbook picture of a disease, and all bespeak the need 
of combating a tendency to apply rigid criteria to diagnosis, and to 
cultivate a flexibility of mind which recognizes the inherent tendency 
to mutation which all morbid processes possess. 
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Correspondence 


“AUTOINOCULATION DERMATOPHYTOSIS FROM TOE 
CULTURES OF HUMAN VOLUNTEERS” 


To the Editor —Dr. Cleveland White’s extremely interesting article on “Auto- 
inoculation Dermatophytosis from Toe Cultures of Human Volunteers” which 
appeared in the September issue of the ARCHIVES OF DERMATOLOGY AND 
SYPHILOLOGY seems to me deserving of the widest attention and thought. I, 
myself, have done some work in this field and am therefore especially interested. 
In view of this fact I hope that I shall be allowed to venture some comments 
on Dr. White’s excellent paper. My intention is not to criticize, but to emphasize 
some of the different aspects of the points touched on. 

In one experiment Dr. White performed inoculations with Trichophyton 
interdigitale on scarified areas of the skin of the back of a patient suffering from 
an intertriginous condition of the toes, caused by the same fungus. The inocula- 
tion took, reached its acme on the seventh day, and then began to regress. Up 
to the seventh day after inoculation, hyphenated forms of fungi could be found, 
but after that time these forms disappeared. 

This observation is extremely noteworthy and fits absolutely with the present 
ideas of what must be found in such inoculations, if one may be allowed to 
draw analogies from previous experiments. 

In the first place, comparison of Dr. White's inoculations with the experimental 
inoculations in guinea-pigs is instructive. A healthy guinea-pig, whose skin is 
scarified and then inoculated with a massive dose of fungi from a culture, say, 
for example, of Achorion quinckeanum, develops a disease which runs a course 
approximately as follows: three or four days after inoculation, there is little 
reaction at the site beyond that which is attributable to the trauma, but hyphenated 
fungi are demonstrable. On the fifth to the tenth day the mycotic infection 
develops, increasing rapidly in severity on the ninth or tenth day, and reaching 
its acme at about this time. During all this period hyphenated fungi in increasing 
numbers are easily demonstrable. However, after the clinical acme of the disease 
this is no longer the case: few, if any, fungi with hyphae are present, and these 
rapidly disappear. It is at about this time (tenth day) that the skin of the 
guinea-pig becomes allergic to trichophytin, and the theory is that the allergy 
causes the fungi to disappear. This is done, either directly through the action of 
fungicidal or fungistatic antibodies, or through the inflammatory reaction which 
is set up by the fungi in the allergic skin, or through both these measures. 

According to my knowledge all experimental dermatomycotic inoculations in 
human beings run a course similar to the one described in guinea-pigs, and to 
the one observed by Dr. White; and in all cases the hyphenated fungi forms 
begin to disappear or are greatly reduced in number after the clinical acme occurs. 

In Dr. White's cases the course of the disease and the disappearance of the 
fungi seem to have been extremely rapid. This again is as would be expected, 
as the rapidity of the course is probably to be explained by the fact that Dr. 
White was dealing with patients whose skin had become allergic through the 
prior infection of the feet or other parts of the body. For on testing with 
trichophytin, it is found that the entire skin of most patients with mycotic lesions 
of the toes has become allergic (hypersensitive to trichophytin). The particularly 
rapid destruction of the fungi by the allergic skin explains many of the charac- 
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teristics of trichophytids (Sulzberger, M. B.: Pathogenesis of Trichophytids, 
Arcu. Dermat. & Sypu. 18:891 [Dec.] 1928; Arch. f. Dermat. u. Syph. 157: 
345, 1929) and was one of the arguments which first caused the hand eruptions 
associated with epidermophytosis of the feet to be considered epidermophytids 
(Charles Williams). It also explains why it is extremely difficult to find fungi in 
lesions of the hand, while these organisms abound in the vesicles and scales of the 
feet. The lesions of the foot antedate those of the hands in all cases I have had the 
opportunity of observing, and the skin of the hands has probably become allergic 
before the arrival of the fungi. Of course, there are many riddles still unsolved 
here. For instance, it would be extremely interesting to observe whether the skin 
of the feet and hands differ from each other primarily, and whether inoculations of 
Trichophyton interdigitale would take on the feet but not on the hands. 

An admirable contribution to this entire subject is to be found in the recent 
article of Werner Jadassohn and Samuel Peck in the Archiv fiir Dermatologie 
und Syphilis, 1929, volume 158, which conclusively establishes the case of the 
probable epidermophytid nature of many of the hand eruptions. 

It does not seem to me that the fact of the rapid disappearance of the fungi, 
which Dr. White has so admirably proved, can be used as an argument to favor 
the theory that trichophytid eruptions are caused by external rather than hematog- 
enous dissemination, for it is obvious that the fate of the fungi could be the same, 
whatever the route by which they arrive. While both possibilities still exist, 
most observers believe that the hematogenous distribution is at least the more 
frequent, a belief which is strengthened by the observations of Saeves, Kogoj, 
Smolka, Max Jessner, Ambrosoli, Arzt and Fuhs, Werner Jadassohn, Samuel 
Peck, Bruusgaard, and myself, among others. 

There are two others observations of Dr. White’s which have attracted my 
interest, and which I should like to mention and comment on briefly. The first 
is the presence of nonhyphomycetic forms after the inoculations had reached a 
certain stage. White mentions that these may be considered either secondary 
invaders, morphologically changed forms of the inoculated fungi, or simple 
saprophytes. In this connection I should like to mention that I have also had 
occasion to observe these forms. In an unpublished series of experiments which 
I undertook in Bloch’s clinic some years ago, I attempted to infect children’s 
and adults’ hairs (in culture tubes) with a strain of Microsporon audouini. No 
growth of mycelia took place, but after several months some of the hairs were 
covered with nonhyphenated yeastlike fungi. At that time I was unable to interpret 
these forms, and could not decide between the possibilities which Dr. White 
mentions, and those which also apply in my experiment. I was, however, inclined 
to regard them as involution spore forms of the original microsporon, as the 
experiment had been performed with all possible safeguards against contamina- 
tion, and the presence of these forms was fairly constant. I also observed many 
“spindle” forms, and I should like to ask Dr. White if these were also present 
in his experiments. 

The second and last point I should like to mention is the presence of the so-called 
“mosaic” forms from the vesicles on the fingers. Is not the word “cultures” as 
used on lines 9 and 10, page 318, a misprint? I have never heard of “mosaic” 
forms being cultured, and this is one of the facts which has led most observers 
to consider these forms (which are frequently found in potassium hydroxide 
preparations of the tops of vesicles and of a certain type of moist, soft scale) 
to be artefacts. I believe it may be possible that when the epidermis is removed in 
such a way that the cell contours are preserved, the potassium hydroxide and air 
entering in the intercellular spaces gives rise to the pictures designated as mosaic 
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forms. As far as I know no pathogenic hyphomycetes are known which branch in 
this way. The apparent septums which are often seen may perhaps be explained 
by the persistence of some of the intercellular bridges. An excellent picture and 
discussion of these mosaic forms is to be found in Jadassohn’s “Handbuch der 
Haut- und Geschlechts-Krankheiten,” in Bruhns and Alexander's article, volume 11, 
page 89. 

In closing I wish to express my thanks, both to the editors of the ARCHIVES 
and to Dr. White for having given me this opportunity to hear of new research 
in this intensely interesting field, and for having thus pointed out new paths to 
be followed in further investigations. 


Marion B. SuLZBERGER, M.D., New York. 


[Note.—Before receiving this communication, I had a note from Dr. White 
saying that the word “culture” concerning which Dr. Sulzberger raises the question 
should be “clippings.”—Ep1rTor. ] 
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CORRECTION 


The article by Dr. Howard Fox, entitled, “Dermatology in Brazil,” in the 
November issue of the ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY was 
published before the author’s proof was returned. In returning his proof, the 
author made the following changes, which should have been incorporated in his 
article as published in the ARCHIVEs: 

Page 625, second line, “Boletin” should read “Boletim.” Third line, the name 
of the periodical should read “Annaes Brasileiros de Dermatologia e Syphilo- 
graphia.” Sixth line, the name of the society should read “Sociedade Mineira de 
Dermatologia em Bello Horizonte.” Eighteenth line, the name of the branch of 
the Health Department for venereal diseases and leprosy should read “Inspectoria 
de Prophylaxia da Lepra E das Doengas Venereas.” 

Page 628, twelfth line, the name of Deycke’s antigen should be written “Strepto- 
thrix Leproides.” 
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Abstracts from Current Literature 


RHABDOMYOMA OF THE EyeE.tip. L. S. Mayer, Am. J. Ophth. 12:293 (April) 
1929. 


A case of rhabdomyoma of the eyelid is reported. A diagnosis of basocellular 
epithelioma had been made in the skin clinic, and the real character of the lesion 
was not recognized prior to histologic examination. 


PIGMENTATION OF Roots oF CILIA CAUSED By ACARUS DEMODEX FOL ticvu- 
LoRUM. Francis B. BLAcKMAR, Am. J. Ophth. 12:373 (May) 1929. 


Marked pigmentation of the roots of the cilia of the eyelids, in the absence of 
other evidences of disease, is considered diagnostic of this infection. The symptoms 
are intense itching and loss of eyelashes, and the outer portion of the upper lid is 
the commonest site of involvement. 


AFFECTIONS OF THE Eye 1n Leprosy. A. R. CresBin, Am. J. Opth. 12:384 
(May) 1929. 

The most common disease of the eye in leprosy is iritis or iridocyclitis. Other 
conditions are superficial punctate keratitis, loss of lashes and eyebrows, and the 
occurrence of an. adventitious fold of the skin of the upper lid which falls in front 
of and hides the lashes, due to absorption of leprous infiltrates leaving the skin 
overstretched and atonic. 


SPOROTHRIX INFECTION OF Lip. Hitt. Am. J. Opth. 12:412 (May) 1929. 


The author reports a case in which the condition had remained undiagnosed for 
a year and in which the patient failed to respond to treatment with potassium iodide. 


CELL PAPILLOCARCINOMA AT THE LimBus. JuLtus Fejer, Am. J. Ophth. 
12:484 (June) 1929. 
These lesions usually arise from the corneal margin and are difficult to differ- 
entiate clinically from papilloma and sarcoma. In early cases the lesions can be 
destroyed by cautery excision or radiotherapy, without injury to the eye. 


INTERSTITIAL KERATITIS AFTER TRAUMA; RELATION OF TRAUMA TO SYPHILIS. 
J. V. Krauper, Am. J. Ophth. 12:506 (June) 1929. 


A case was reported to demonstrate the direct association of trauma, in a 
patient with hereditary syphilis, with the development of an active keratitis. 


H. R. Foerster, Milwaukee. 


Tue X-Ray Treatment or Wowunps. Leopotp Freunp, Brit. M. J. 2:449 
(Sept. 7) 1929. 


The auther feels that the beneficial effects of x-rays on fresh and open wounds 
is not sufficiently appreciated. In patients who show a tendency to keloid forma- 
tion, instead of stitching the wounds or covering them with skin grafts, small doses 
of x-ray were administered to the open wounds. Without exception good results 
were obtained. The rays were used for their destroying influence on the peri- 
vascular round cells and spindle cells which play a part in the formation of keloid 
tissue. Excellent results were also obtained in circumscribed patches of lupus 
vulgaris, epitheliomas and pigmented nevi. The cosmetic results were excellent 
and the courses of treatment were shortened. Cases in which the lesion is situated 
in folds or angles of the skin are not suitable for this method; nor are extensive 
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lesions suitable. Unfiltered x-rays in a dose just above the epilation dose, dis- 
tributed over six or seven treatments, were used. 


ANTHRAX IN A Firteen Montus Otp Baby. A E. Hopcson, Brit. M. J. 
2:667 (Oct. 12) 1929. 


The infant, whose father worked in a tannery, had a typical malignant pustule 
on the forearm. She was treated with intramuscular injections of anti-anthrax 
serum. The lesion was not excised, and recovery was prompt. The author was 
unable to find on record a case of anthrax in so young a patient. 


RATTNER, Chicago. 


DyYSKERATOSIS FOLLICULARIS VEGETANS (DartieRs’ DISEASE). FERNANDEZ, 
MONSERRAT and VAzQUEz, Rev. med. Lat. Am. 14:869 (May) 1929. 


The authors made a thorough study of a case of this condition which seems 
to be the second reported in Argentina. The patient was a young man, a laborer, 
whose family and personal history had no important data in connection with his 
skin disease. Two years before admission to the hospital, small, acuminate papules 
began to appear in the neck, chest and axillary folds. These papules coalesced 
to form large plaques of verrucous appearance, especially in the axillae, popliteal 
spaces and the neck. The rest of the skin was gradually affected until the 
dermatosis became practically universal. Sections were made and the diagnosis 
was verified, many round bodies and granules being demonstrable. The authors 
believe that Darier’s disease may be due to syphilis. In their case there were 
stigmas of syphilis and the Wassermann test was strongly positive. 


CatctumM METABOLISM IN SCLERODERMA. G. SANNICANDRO, Arch. ital. di 
dermat. et sifil. 4:427 (June) 1929. 


Three patients suffering from scleroderma and sclerodactilia presented increased 
calcium of the circulating blood and of the tissues. Careful and thorough 
investigations failed to demonstrate any satisfactory explanation for this increased 
calcium content. The author does not intend to attach a direct relation between 
the calcium increase and the presence of scleroderma. Large intravenous injec- 
tions of hypertonic salt solution resulted in a marked improvement in the patients, 
with increased perspiration and softening of the indurated tissues. This improve- 
ment may be due to the retention of water in the connective tissue and to increased 
elimination of sodium chloride through the sudoriparous glands. The administra- 
tion of several extracts of glands of internal secretion failed to produce any 
improvement. Antisyphilitic treatment in one case was also without result. 


PEMPHIGUS VEGETANS. R. Guie1, Arch. ital. di dermat. e sifil. 4:397, (June) 
1929. 


The author reports a case of this disease in an Italian woman, aged 45. The 
condition started with intense generalized pruritus, and gradually typical lesions 
of pemphigus vegetans developed in the mouth, axillae, groin and abdomen. 
During the course of the disease the patient improved sometimes until she was 
thought cured, but relapses soon occurred until she finally died in cachexia, about 
six months after her admission to the hospital. The author comments on some 
unusual characteristics of the case reported, such as the beginning after a deep 
moral shock, the intense pruritus before the appearance of the cutaneous lesions 
and the beginning of the bullae in the mouth and vulva. 


Cutis Verticis Gyrata. G. Trurri, Arch. ital. di dermat. e sifil. 4:451 
(June) 1929. 
This is a lengthy article covering a complete review of the literature and com- 
ment on it to date. The author sums up his point of view stating that cutis ‘verticis 
gyrata is not a defined clinical entity but divides the cases reported under this 
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name into three categories: (a) those of nevoid character, (b) those of inflam- 
matory nature and (c) those due to malformation causing a difference in size 
between the skull and the scalp. 


TREATMENT OF GENERAL PARESIS WITH MALARIA. A. VALLEJO NAGERa, 
Progr. Clin. 37:250 (April) 1929. 


The author has charge of a military hospital of the Spanish army. He reports 
the results obtained by him during four years of experience with malaria therapy 
in the treatment of general paresis. From a total of 170 cases in which the 
patients were treated he has observed a complete remission in seventeen, a partial 
remission in sixteen and a great improvement leading to family life in eighteen 
cases. In seventy-two cases no benefit was obtained, and in fourteen cases death 
ensued during treatment but not as a direct result of it. In thirty-three cases 
the result of the treatment is not stated. Parpo-CAsTELLo, Havana. 
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INCIDENCE OF SYPHILIS AMONG PREGNANT NEGRO WoMEN. C. L. WILson, 
Am. J. Obst. & Gynec. 18:215 (Aug.) 1929. 


Out of 3,631 cases tested by Wilson there resulted an incidence of 7.48 per 
cent. In a large number of cases there is little difference between syphilitic and 
nonsyphilitic women as to the final outcome of the pregnancy. 


FesriLE Bopy TEMPERATURES AS ADJUNCT TREATMENT IN WASSERMANN- 
Fast Sypuicitic Patients. L. D. Capy and F. H. Ewernarpt, Am. J. 
Syph. 13:313 (July) 1929. 


An investigation made by Cady and Ewerhardt has not revealed any consistent 
evidence that hot baths are useful in Wassermann-fast patients. The data sug- 
gest, but do not prove, that the serologic reactions are rendered more labile 
during relatively short periods of thermotherapy. Nevertheless, the improvement 
in the patient’s sense of well being and the apparent serologic responses in a 
small percentage have led the authors to continue their observations on thermo- 
therapy in Wassermann-fast patients. 


Sypuiuitic HeapacHes. J. Kopecky, Am. J. Syph. 13:332 (July) 1929. 


Of 4,300 new medical patients, 882 had syphilis; 632 of these complained pri- 
marily of pain which, Kopecky says, was regarded as being of sphilitic origin; 
131 gave headache as their chief complaint. In most of these cases, the headache 
seemed to be toxic or functional in origin; evidence of structural changes was 
present in only a small number. He suggests that all patients with obscure per- 
sistent headaches should have the benefit of a painstaking examination for syphilis. 


Previous TREATMENTS OF PATIENTS Wuo Have DEVELOPED NEUROSYPH- 
mis. F. E. Weatnersy, Am. J. Syph. 13:339 (July) 1929. 


No evidence that treatment with arsphenamine in the early stages of syphilis 
predisposes to the development of paresis was found by Weatherby in his study 
of 280 cases. Paresis usually develops in the undiagnosed, neglected and inade- 
quately treated patients. Arsphenamine appears to predispose to early onset of 
cerebrospinal syphilis. However, untreated patients with apparently late onset 
might have had early cerebrospinal involvement and this might have been dis- 
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covered if they had been examined in early stages of their infection. The factor 
of neglect does not appear as prominently in tabes and in cases of psychosis with 
cerebral syphilis as it does in paresis, but the majority had no previous treatment. 
In spite of malaria at various intervals after syphilitic infection, paresis and other 
forms of neurosyphilis can develop. 


Diseases oF Liver: VIII. Various Tyres or Sypuitis oF Liver; TEstTs 
FoR Hepatic Function. P. A. O'Leary, C. H. GREENE and L. G. Rown- 
TREE, Arch. Int. Med. 44:155 (Aug.) 1929. 


In view of the varied types of hepatic disease that may be produced by a 
syphilitic infection, O’Leary et al. feel that it is necessary to speak not of syphilis 
of the liver in the general sense but rather of a specific type of hepatic lesion 
The chief characteristics of the clinical pictures and the results of laboratory 
examinations in these different conditions are discussed. This discussion empha- 
sizes the difficulty of differential diagnosis that frequently is encountered and the 
importance in making the diagnosis of using all available information, whether 
from history, general examination, laboratory tests, therapeutic trial or prolonged 
observation. The indications for the use of the different tests for hepatic func- 
tion and their limitations are discussed. These tests give results that are depen- 
dent on the extent and nature of the injury to the liver rather than on the 
specific etiologic agent concerned. For this reason, the probable type and extent 
of the pathologic process must be considered in interpreting the results of labora- 
tory examination. When due regard is paid to these matters, the various tests 
of hepatic function have definite value in supplementing other methods of study- 
ing the patient. 
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Herpes ZOSTER OPHTHALMICUS TREATED WITH CONVALESCENT SERUM. 
FRIEDENWALD, Bull. Johns Hopkins Hosp. 19:103 (Aug.) 1929. 


Friedenwald reports an unusually severe instance of ophthalmic herpes zoster 
in which, five days after the onset of the cutaneous lesions and eleven days after 
the onset of the neuralgic pains, the patient was given an intramuscular injection 
of 8.5 cc. of the blood serum of another patient who, six weeks before, had recov- 
ered from a severe case of perineal herpes zoster. Five hours after the injection 
the patient was more free from pain than she had been since the onset of the 
attack. By the next morning the edema of the lids had markedly decreased, 
and from this time on the skin rash rapidly subsided. 


A. B. Can- 


PIGMENTED GROWTHS OF SKIN: SIGNIFICANCE AND TREATMENT. 
non, New York State J. Med. 29:857 (July 15) 1929. 


Cannon reports that of three cases of proved melanocarcinoma removed with 
the endothermic knife by wide excision of the growth, the wound being left to 
granulate, there has been no evidence of recurrence in six and one-half, five and 
one-half and five years, respectively. A fourth case in which a tumor was 
removed four and one-half months before is also free from evidence of metastasis. 


PERFORATED DUODENAL ULCER IN Pempuicus. O. L. Levin, New York 
State J. Med. 29:925 (Aug. 1) 1929. 


Levin reports a typical case of pemphigus, in which the lesions first appeared 
in the mouth, and which was followed rapidly by a generalized bullous eruption. 
The cutaneous reaction was unusually intense, the bullae were enormous, and 
widely disseminated, and resulted in large denuded areas. This was accompanied 
by clinical evidences of a severe toxemia. For five days the patient complained 
of indefinite gastro-intestinal symptoms and death occurred from a_ perforated 


duodenal ulcer. 
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Lupus ERYTHEMATOSUS TREATED wiITH GOLD AND SopiuM THIOSULPHATE. 
H. C. Saunpers, New York State J. Med. 29:942 (Aug. 1) 1929. 


Thirty-two patients were treated by Saunders with gold and sodium thiosul- 
phate. The duration of the disease varied from seven months to eighteen years. 
Thirty were cases of the discoid type, one was discoid and disseminated com- 
bined, and one was of the seborrhea-like variety. In all cases, some portion of 
the face was involved. In seven the mucous membrane was affected. Eleven 
showed scalp lesions and two, patches on the body and extremities. In the 
twenty-six cases in which treatment was continued sufficiently long to allow one 
to draw conclusions, the greatest number of doses given was seventy-six and 
the smallest two, the average being twenty. The largest amount of the chemical 
used was 6,500 mg., the smallest 150 mg. Of the patients treated, fifteen were 
clinically cured, four were almost cured, six were improved and one was not as 
well as when treatment was instituted. Six discontinued treatment before results 
could reasonably be expected. 


MECHANICAL Factors IN Hark GrowtrH. H. New York State J. 
Med. 29:1003 (Aug. 15) 1929. 


Sharlit calls attention to the fact that persistent care of the hair and scalp, 
frequent massage and manipulation of the scalp to keep its surface clean and 
the follicular openings free from inspissated sebum and epithelial débris is a 
trait distinctly dominant in the female and recessive in the male. In the last 
decade with bobbed hair in vogue there has been an increasing number of women 
complaining of alopecia symptomatica. Can it be that with a shortening of the 
hair there has been a relaxation in feminine zeal for meticulous care of the 
scalp? Scalp lotions containing keratolytic agents and fat solvents, reinforced 
possibly by a rubefacient, with mechanical rubbing of the scalp, is a sensible 
treatment. 


Sypuitis IN Wuicn DeEatH FOLLOWED ADMINISTRATION OF SULPHARSPHEN- 
AMINE: Case. J. R. Wictviams and H. E. Priuke, New York State J. 
Med. 29:1071 (Sept. 1) 1929. 


Williams and Pfluke report a fatal case in which it seéms probable that the 
intravenous administration of sulpharsphenamine was a causal factor. While the 
patient had symptoms indicating a gastro-intestinal lesion, they were not serious 
in character and did not interfere with his daily habits or duties. There was 
no history of respiratory infection either with the patient or with his family, and 
no signs were evidenced at the preliminary physical examination. Prior to the 
treatment, careful physical and laboratory studies did not disclose evidence of 
important visceral lesions other than a low grade duodenal ulcer, and while an 
active duodenal ulcer was demonstrated at necropsy, there was no evidence that 
it was an important factor in causing the death. A definite history of syphilis 
and the positive Wassermann tests formed the basis of the diagnosis which led 
to the use of the sulpharsphenamine. In all, five doses were given at intervals 
of one week. Within twenty-four hours after the last administration violent reac- 
tions occurred accompanied by a skin eruption and jaundice, followed within a 
few days by death. No definite anatomic changes were found in any part of the 
biliary tract. The jaundice observed was due to a blocking of the reticulo- 
endothelial system, with the result that bilirubin accumulated in the blood and 
tissues. A direct van den Bergh reaction which was obtained does not controvert 
such interpretation, in view of van den Bergh’s observation of direct reaction in 
cases wherein no anatomic changes could account for any obstruction and the 
direct reaction was probably due to heart failure with impairment of cellular 
oxidation which interfered with the transformation of bilirubin into biliverdin. 
It is known also that the active treatment sometimes stirs up latent syphilis, the 
Herxheimer reaction; and the mobilized spirochetes together with the arsenical 
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preparation administered may block the reticulo-endothelial system and thereby 
produce jaundice. It is possible that therein lies the explanation of the death 
in this case, and that the kind of arsenical administered was immaterial. 


BisMUTH ARSPHENAMINE SULPHONATE FOR INTRAMUSCULAR USE IN SyYPHILIs. 
J. A. Etxrot, South M. J. 22:785 (Sept.) 1929. 


Elliott reports the results in ninety-five cases in which 1,500 injections were 
given. There occurred one very severe nitritoid reaction. Four other patients 
had mild nitritoid reactions. Four patients vomited for from thirty to forty 
minutes following the treatments. One patient became jaundiced following the 
second treatment. The van den Bergh test indicated injury to the liver. The 
treatment was changed to bismuth potassium tartrate and in a short time the 
jaundice disappeared. All patients were treated at weekly intervals and usually 
given courses of twenty injections. Fifteen early seropositive cases in which 
twenty or more injections were given are seronegative. In one case there was a 


relapse after one month’s rest. The patient was given a second course of twenty - 


injections and again gave a negative Wassermann reaction but had a second relapse 
after a short rest period. Six patients receiving treatment in the serologically 
negative chancre stage have remained negative. In a small series of asymptomatic 
cases the results have not been so good. One patient has received fifty-five injec- 
tions and still shows a one plus Wassermann and three plus Kline precipitation test. 
Two others receiving twenty-three injections each showed a reversal of the Wasser- 
mann but a three plus Kline test. Three cases showed a negative in all tests 
following from twenty to twenty-four injections. Two cases of interstitial keratitis 
cleared up after five injections and four other patients showed a gain in weight 
and general improvement in health on continuation of treatment. 


ANTIMONY TREATMENT OF AcNE Rosacea. L. W. Barn, Brit. M. J. 2:51 
(July 13) 1929. 


Bain has used antimony tartrate, one-sixteenth grain (4 mg.) in half an ounce 
of water three times a day after meals, successfully in the treatment for acne 


furunculosis and leg ulcers. 


EXPERIMENTS RELATING TO PERIPHERAL MECHANISM INVOLVED IN SPASMODIC 
ARREST OF CIRCULATION IN FinGERS. T. Lewis, Heart 15:1 (Aug.) 1929. 


A variety of Raynaud's disease is described by Lewis; it is the form in which 
the digits become periodically pale or cyanotic and in which, after several or 
many winters of repeated attacks, terminal portions of digits may be lost by a 
process of slow dry gangrene. The environmental circumstances in which attacks 
appear and disappear have been determined and the events of the recovery from 
attacks closely watched. In mild cases recovery is complete, circulation becoming 
normal. In severer cases the circulation is persistently reduced to a low point 
at ordinary room temperatures, the fingers remaining under all ordinary condi- 
tions at the temperature of the surrounding air; the fingers do not react to over- 
cooling as do normal fingers. These are the cases in which local gangrene 
develops. The immediate cause of the defective circulation is shown to be spasm 
of the digital arteries. Vessels of smaller caliber and vessels on the venous side 
are not primarily involved in spasm. The digital arteries are capable of full 
expansion or almost full expansion. The meaning of various discolorations, 
cyanosis, pallor and reddening that are displayed is fully discussed. . Local appli- 
cations of heat and cold show that the spasm is profoundly influenced by 
temperature, in response to which the vessels behave abnormally. These observa- 
tions are opposed to the current view that the spasm is vasomotor in origin; 
the abnormal element in the reaction to cold is a direct reaction and due to a 
peculiar condition of the vessel wall locally; it is not the result of a reflex 
through the vasomotor nerves. The state of vasomotor nerves naturally influ- 
ences the tone of the vessels in these patients, as it does in normal persons, but 
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the pathologic element in the vascular spasm is not of nervous origin, as at 
present it is generally thought to be. The effects of interfering with the nerves 
to the affected parts, by local anesthesia or by surgical division, are fully dis- 
cussed from this standpoint, as are observations attempting to relate the vascular 
phenomena with diseases of the nervous system, and as are observations on the 
retinal vessels. 


MALARIA THERAPY OF Paresis. J. Lépine, L. Bourrat, H. Curisty and E. 
LarRIvE, J. de méd. de Lyon 10:397 (June 20) 1929. 


Results obtained in the treatment of paresis in fifty-four patients are reported 
by Lépine et al. Malaria therapy followed by treatment with arsenic prepara- 
tions at an early stage of the disease constitutes today the best method for 
obtaining permanent results. Contraindications to the treatment are the age of 
the patients (in opposition to the German school) and organic disturbances such 
as tuberculosis, diabetes and chiefly nephritis. Aortitis, however, presents no 
obstacle. Persons with severe alcohol addiction should be subjected to treatment 
for alcoholism before application of the malaria therapy. In 11 per cent of the 
cases reported, the patient died. Strict supervision combined with accurate technic 
may reduce the number of fatal accidents. 


Rapium TREATMENT OF CUTANEOUS ANGIOMAS. E. WALLON, Presse méd. 
37:803 (June 19) 1929. 


Wallon states that after the application of radium, particularly after a radium 
puncture, there is a slight increase in the volume of a cutaneous angioma as a 
result of the congestive reaction. It is advisable to inform a child’s parents of this 
reaction. After ten days there is a progressive decrease in the volume of the 
tumor. At the same time the intensity of its color decreases. The surface is 
sometimes covered by a fine desquamation. The action continues for. several 
weeks or even for several months. One should not consider a new application 
until about three months have elapsed. By proceeding in this manner one obtains 
a complete disappearance of the lesion, with either a perfectly supple, almost 
colorless scar or no scar at all. The author emphasizes the fact that one should 
not attempt to obtain a complete result immediately. One should consider the long 
’ work of tissue changes under the influence of radium. In the treatment of infants 
one should watch for the regression of the angioma and complete the esthetic 
result by a retouch at a later date. 


MALIGNANT PUSTULE WITH ANTHRAX SEPTICEMIA. Paris, Presse méd. 37:959 
(July 24) 1929. 


The focus of the infection described by Paris was in the right cheek of a 
woman, aged 23. The temperature rose rapidly the same day the pustule was 
observed, the general condition rapidly becoming worse. The clinical symptoms 
conformed to the description of malignant pustule and 100 cc. of anthrax serum 
was administered by subcutaneous, intramuscular and intravenous injection. Two 
days later the result of blood cultures confirmed the diagnosis and the serum 
therapy was continued. The patient improved within a few days, a second blood 
culture giving a negative result. 


Hypertropuic ACNE TREATED BY ELECTROCOAGULATION. C. LETTIERI and 
C. Satvo, Semana méd. 36:1678 (June 27) 1929. 


Lettieri and Salvo obtained good results with electrocoagulation in a patient, 
aged 71, who had had hypertrophic acne for twelve years. The patient’s face 
was disfigured by three large protuberances, which exuded abundant pus. Facial 
pruritus was present. Medical treatment had failed. Six treatments of electro- 
coagulation were given at intervals of from fifteen to twenty days. After each 
treatment a white painless edema appeared and lasted one or two days. The 
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authors used the high frequency current. The aim in the first three treatments 
was to destroy the deformities; in these treatments the intensity of the current 
varied from 0.7 to 1.05 amperes. The aim of the last three treatments was to 
give an effleurage on the hypertrophic skin to improve the appearance of the 
patient’s nose. In these treatments the intensity of the current was less than 0.7 
amperes. In all treatments the duration of the treatment was less than two 
minutes. Immediately after the treatments the patient had a normal aspect and 
one year later, his face was normal. 


EvipENCE THAT THERE Is No ActTIvE IMMUNITY IN SyPHILIs. W. KOLLE 
and R. Pricce, Deutsche med. Wchnschr. 55:985 (June 14) 1929. 


In order to determine whether, after a complete cure of syphilis, the patient 
has acquired an active immunity, Kolle and Prigge made experiments on rabbits. 
They found that a genuine active immunity against syphilis does not exist. How- 
ever, their tests gave new proofs of an immunity against chancres. A _ superin- 
fection without manifest symptoms could be demonstrated in the early as well as 
in the later periods following the treatment with neoarsphenamine. Tests were 
made from ninety to 240 days after the treatment. The authors conclude that 
the immunity in syphilis is an infection immunity. 


CLINICAL ASPECTS AND PATHOLOGIC CONDITIONS IN PRIMARY TUBERCULOSIS 
OF THE SKIN. O. Ditrricu, Deutsche med. Wchnschr. 55:996 (June 14) 
1929. 


Dittrich asserts that primary tuberculosis of the skin manifests itself not 
only in the development of ulcers but also in infiltrations with typical soft swell- 
ings of the regional lymph nodes. In the histologic examination it is often 
dificult to demonstrate a purely exogenic infection, because there is also the 
possibility of an endogenous superinfection from the intestinal lymph nodes. In 
cases of primary tuberculesis of the skin, in which the tuberculous nature of the 
condition had been proved by animal inoculation, it was possible to demonstrate 
the presence of tubercle bacilli on the arterial walls of the otherwise unchanged 
fatty tissue. 


IpIOSYNCRASY TOWARD ASPARAGUS: RESEARCH IN CUTANEOUS ALLERGY. 
B. Hajos, BERNWARD and B. H. U. MourMann, Klin. Wehnschr. 8:1024 
(May 28) 1929. 


A case of dermatitis caused by asparagus is describe by Hajos et al. A woman, 
aged 34, owner of a small asparagus farm, complained of an itching eczema on 
the hands and arms. Following the interruption of her activity and after the 
application of ointments, the dermatitis disappeared. However, when she resumed 
her work on the farm, it reappeared. The anamnesis revealed that in the previous 
year she had suffered temporarily from an eczema. Before that she had never been 
troubled, although she had been active on the asparagus farm for the last twelve 
years. When she came to the hospital, the dermatitis had spread over all parts 
of her body that were not covered by clothing. The skin was red and showed 
infiltrations and numerous darker nodules and blisters. She complained of a severe 
itching. Epicutaneous applications with asparagus proved that the hypersensibility 
extended over her whole body. The same tests were also made on a person who 
had no idiosyncrasy toward asparagus. In this case no cutaneous reactions became 
evident. Experiments were made to determine whether the woman who suffered 
from the dermatitis showed the same sensitiveness toward other substances. All 
these tests gave negative results. Following the application of ointments, the 
dermatitis gradually healed. After the patient had recovered, it became evident 
that the eating of asparagus caused neither eczematous eruptions nor other dis- 
turbances. The authors attempted a desensitization by epicutaneous application of 
concentrated aqueous extracts of asparagus. They commenced with preparations of 
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a lower concentration and gradually increased the strength of the extract. How- 
ever, the woman left before the treatment had been completed. The authors further 
investigated the problem of idiosyncrasy toward asparagus and of cutaneous allergy 
by experiments on animals and on a man. 


SuBCUTANEOUS Division OF SEBACEOUS GLANDS: METHOD OF TREATMENT 
oF AcNE VuLcaRis. C. Moncorps, Miinchen. med. Wehnschr. 76:997 
(June 14) 1929. 


After giving a short review of the various methods that are generally employed 
in the treatment for acne, Moncorps describes a new method that he has employed 
successfully for the last two years. He characterizes it as a microsurgical 
therapy. Following the disinfection of the skin by means of alcohol, a special 
small knife is introduced into the opening of the sebaceous gland. On account 
of the structure of the excretory duct of the gland, the instrument is introduced 
in a somewhat oblique direction for about 3 or 4 mm. Up to this point the 
procedure should cause neither bleeding nor pain. Then the small knife encoun- 
ters a resistance. It is pushed 1 mm. deeper and then its point is brought from 
2 to 3 mm. upward. In this manner the sebaceous gland and the lower part of 
its excretory duct are slit open. The knife is turned and then with a shovel-like 
movement, but without cutting, it is pulled out. In this manner a part of the 
contents of the gland as well as the comedo is lifted out. As a result of the 
incision in the deeper layers, a few drops of blood will appear. The subcutaneous 
incision will be somewhat more painful when pustules and nodules are present 
than in noninflamed comedones. However, most patients do not complain of the 
pain if they see good results on the treated areas. In very sensitive patients 
iontophoretic anesthesia may be attempted. If the practitioner is skilful, from 
fifty to eighty glands may be treated during a ten minute session. After the 
treatment the area is again washed with alcohol. To effect hemostasis, the skin 
may be dabbed with a solution of epinephrine. Within the diseased areas even 


the healthy appearing glands should be treated. For two days following the 
treatment the area should not be washed but should be cleansed with a 50 per 
cent solution of alcohol. Patients who stay at the clinic may receive a treatment 
every day. Ambulatory patients should be treated only every second or third 
day. Whenever relapses occur in limited areas, the treatment has to be repeated. 
The main advantages of this method are that it brings quick results and does 
not leave any scars. 


PRESENT STATUS OF CLINICAL ASPECTS OF SYPHILIS OF StomacH. H. ScHLE- 
SINGER, Wien. klin. Wchnschr. 42:832 (June 27) 1929. 


Schlesinger asserts that syphilis of the stomach occurs comparatively seldom. 
Three hundred and eighty-six postmortem examinations of syphilitic patients 
revealed that only two had syphilis of the stomach. A common error is that 
many physicians do not distinguish between gastric disturbances in syphilitic 
persons and syphilis of the stomach. The author further discusses the relation 
between syphilis and peptic ulcer, and he comes to the conclusion that there is 
no positive proof that syphilis influences the development of peptic ulcer. Con- 
cerning syphilis of the stomach, he states that in this disease there are no char- 
acteristic symptoms. Only the consideration of all the manifestations and their 
grouping, the course of the disease and the roentgen observations of the influence 
of antisyphilitic treatment make the diagnosis possible. The author further dis- 
cusses the clinical aspects of the main types of syphilis of the stomach. The first 
is the tumorous neoplasm-like form and the second is the form with pyloristenosis. 
A definite prognosis is not possible in this disease. The symptoms may disap- 
pear; contractions, deformations and stenoses may occur, or a perforation may 
develop. The treatment should be antisyphilitic in cases in which other organs 
are involved. It is advisable to start with small quantities of neoarsphenamine. 
In other instances, however, surgical treatment is preferable. 
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CuHrRoNiIc LyMPHANGITIS. Presented by Dr. ABRAMOWITZ. 


B. W., a man, aged 33, born in Russia, called at the skin clinic of the New York 
Post-Graduate Hospital on March 22, 1929. Both lips presented extensive, deep 
edema. There was no erythema, tenderness or pitting on pressure. The edema 
extended to both cheeks up to the zygomatic process. The involved parts felt 
firm, even hard. The duration was eleven years. 


DISCUSSION 

Dr. CHARGIN: Is there a history of preceding erysipelas in this case? 

Dr. ABRAMOWITZ: There is no definite history of antecedent erysipelas. The 
patient claimed that the condition had started after the extraction of a tooth, but 
there had been several erysipelas-like lesions since then, leaving his lip each time 
much thicker than previously. He is now receiving roentgen treatment and 
probably will be started on injections of streptococcus vaccines because in our 
experience we have found that to be of some help. 


GRANULOMA ANNULARE. Presented by Dr. Wauzer for Dr. LAPpowskI. 


W. M., a man, aged 51, a shoemaker, recorded nothing in his past history of 
any account outside of the fact that a sister had died of tuberculosis. The eruption 
was of four years’ duration and had begun with pruritus and erythema of. the 
backs of the hands. 

On examination, the dorsum of both hands showed large incomplete ring 
lesions about 2 inches (5 cm.) in diameter. The left hand showed almost a perfect 
circle, while on the right the lesion was more irregular and serpiginous; in both 
instances, however, the annular lesions were incomplete. The ring was composed 
of individual flat papules of a peculiar brownish red, which were close together. 
They were surrounded by faint erythema. The centers of both the annular and 
the serpiginous lesions were apparently normal, but the right hand showed a dime 
size patch of telangiectasia and atrophy as the result of previous roentgen therapy. 
The primary lesion apparently was a small red convex papule, surrounded by a 
narrow reddish border. The patient had been under observation for two years, 
and the progressive development of the lesions was noted. 


DISCUSSION 


Dr. Fox: This is the most striking case I have seen tonight. At first glance 
it suggests leprosy, a disease which can, however, be easily excluded in this case. 
One small group of nodules looks like granuloma annulare. The unusual feature, 
in my opinion, is the presence of considerable atrophy which is not ordinarily seen 
in this disease. Atrophy was certainly present on the hand which had not been 
treated by the x-rays. 

Dr. MacKee: While the color, atrophy, size of the nodules, etc., are unusual, 
I think that it is a case of granuloma annulare, but it might be sarcoid of Boeck. I 
hope that it will be possible to study the tissue under the microscope. 
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Dr. Gross: I have observed a case almost identical with the one presented, 
even as to the roentgen dermatitis. A clinical diagnosis of sarcoid of Boeck was 
made but was not substantiated by biopsy. The diagnosis of granuloma annulare 
seems by exclusion the best possible diagnosis. 


MACULAR ArropuHuy. Presented by Dr. SCHEER. 


O. P., a man, aged 22, born in the United States, a patient in the New York 
Post-Graduate Skin Clinic, was previously presented before the section in 
September, 1928. Since the previous presentation, the Wassermann test was 
negative; tissue examination for phenolphthalein was also negative. The biopsy 
report stated the condition to be the edematous stage of an atrophic process. 


DISCUSSION 


Dr. CHARGIN: I opposed the diagnosis of drug rash when the case was pre- 
viously presented and stated that to me it suggested a type of skin atrophy. Several 
members disagreed with this opinion, at least as to the presence of atrophy. I am 
glad to note that the clinical impression of atrophy has been confirmed by the 
biopsy. 

Dr. Becuet: I suggested the diagnosis of a drug rash at a previous presenta- 
tion, and several members agreed with me. This diagnosis is of course not tenable, 
and I suggest as a possibility multiple benign new growths of the skin (Schweniger- 
Buzzi), which is probably an anomalous type of macular atrophy. 


ALOPECIA CICATRISATA (?). Presented by Dr. SCHEER. 


A. T., a fireman, aged 39, born in Spain, was first seen at the New York Post- 
Graduate Hospital Clinic on Feb. 28, 1929, at which time he presented in each malar 
region a large sharply defined area the size of a pea with irregular border, central 
atrophy and pigmentation. A similar larger area was present at the outer end of the 


left eyebrow. In the scalp were numerous discrete and confluent areas which were 
almost entirely devoid of hair. These areas were slightly erythematous with more 
evidence of activity at the borders. In one area on the vertex was a group of 
dilated follicles. The duration of the condition was one year. The Wassermann 
test was negative; the Kahn test one plus. The patient refused a biopsy. He did 
not reappear at the clinic until March 28, 1929. The diagnosis was between alopecia 
cicatrisata and lupus erythematosus. 


DISCUSSION 


Dr. Hopkins: This patient presented an interesting resemblance to the case 
of folliculitis decalvans et atrophicans and lichen spinulosis described last year in 
the Arcuives by Dr. McCafferty (18:514 [Oct.] 1928). This syndrome was 
first described by Graham Little. In sections from Dr. McCafferty’s patient, the 
scalp lesions showed the same histologic picture as did the lichen spinulosis on 
the patient’s trunk—a dilatation of the upper portion of the follicle by a huge 
horny plug with atrophy of the follicular wall. There was no evidence of 
folliculitis. 

The patient presented told me that he had no eruption on the body. The lesions 
on the scalp, however, showed characteristic horny follicular plugs at the edge of 
the atrophied areas. I believe that the case belongs in the group described by 
Graham Little and that the alopecia is secondary to a follicular keratosis. 

Dr. Levin: My diagnosis is lupus erythematosus. The baldness is produced 
by innumerable, small, superficial, white, slightly depressed, scarred areas, devoid 
of hair. Here and there may be seen superficial follicular inflamed lesions. 

Dr. ScHEER: The lesions on the scalp are evidently those of alopecia cicatrisata 
or pseudopelade (which are the same). They differ from folliculitis decalvans 
only in the way they begin. In alopecia cicatrisata no folliculitis is seen at the 
onset; the end-stage is the same. The only reason the diagnosis of lupus erythe- 
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matosus was considered, not made, was because according to the patient's statement 
the process began on the face over the cheeks and temples where he now has 
atrophic scars. There are no active lesions now suggestive of lupus erythematosus. 


Lupus ERYTHEMATOSUS OF THE LoweR Lip. Presented by Dr. Fert. 


A man presented on the upper half of the. lower lip a rather sharply defined 
raised mass, the border of which was bluish, while the center was more reddish. 
It was soft to the touch and covered with a dry fine scale. There was no atrophy. 
On the vermilion border of the upper lip was a fine scaling. There were a few 
indefinite lesions in the mouth and on the penis. The Wassermann reaction was 
negative. 

The biopsy specimen showed in the upper third of the corium a rather dense 
infiltration of lymphocytes throughout which were numerous dilated blood vessels. 
There was considerable edema. A rather marked amount of pigment was present 
just under the epidermis. The epidermis was irregular, and the basal cell layer 
was much distorted. The granular layer in places was much increased in depth. 
The prickle cell layer had completely lost its normal staining reaction in half the 
section. In the area where there was no infiltration, it appeared normal. 


DISCUSSION 

Dr. WILLIAMS: No one can make a positive diagnosis of lupus erythematosus 
when the condition is confined to the mucous membrane of the lip. 

Dr. SpreEGEL: I thought that the case was one of lichen planus. There were 
typical lesions of lichen planus in the mouth and on the penis. 

Dr. WitiiamMs: I believe that the patient has lichen planus; he has lichen 
planus papules in the mouth, where the jaws join. 

Dr. Fox: I think that Dr. Williams would find it difficult to start an argument 
on this point, as we all agree with his opinion. 

Dr. Traus: The patient has an annular lesion on the right side of the mouth 
which has the appearance of a patch of annular lichen planus. On the penis he 
has several distinct lichen planus papules. I believe that the biopsy report will 
confirm that diagnosis if interpreted in that light. 

Dr. Feit: I had a biopsy done and it suggested lupus erythematosus, which 
made me change the diagnosis. Lichen planus was my first diagnosis, before the 
appearance of the lesions in the mouth. 


Presented by Dr. ELLER. 


J. P., a chef, aged 45, born in Corsica, was first seen at the New York Post- 
Graduate Hospital on March 14, 1929. Both palms and the palmar surfaces of all 
the fingers presented a sharply marginated thickening of the skin with a faintly 
erythematous border. In one or two places there was some scaling. The skin 
felt leathery, and the patient had some difficulty in closing his hands. The soles 
of both feet presented a similar but less advanced process. There was less 
thickening, and the erythematous border was more marked. On each elbow there 
was a sharply defined area which was erythematous and scaly. 

The patient said that he had never had any venereal disease and had not taken 
any drug except sodium bicarbonate. He did not return to the clinic after his 
first visit until March 28. 


KERATODERMA OF THE PALMS AND SOLES. 


DISCUSSION 


Dr. MacKee: Dr. Eller really presented this case for diagnosis. Keratoderma 
palmaris is not a satisfactory diagnosis. We do not know what it is. It might be 
pityriasis rubra pilaris, psoriasis or arsenical dermatitis. It will not be possible 
to make a diagnosis without study, and a biopsy will be obtained if possible. 

Dr. Fox: When this patient was recently shown before another society, I 
suggested the possibility of pityriasis rubra pilaris. There were plugs on the backs 
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of the fingers, while the palmar condition was precisely similar to that seen in this 
disease. I would not be willing to do more than to suggest this as a possible 
diagnosis. 

Dr. ELLER: This patient was not previously presented. The case which Dr. 
Fox referred to was another one quite similar to this in appearance and duration. 


SypPHILITIC REINFECTION. Presented by Dr. SPIEGEL. 


A. S., a baker, aged 38, born in Germany, was first seen on Aug. 1, 1925. At 
that time he said he had had a chancre on the shaft of the penis in 1923 and had 
received 4 or 5 intramuscular injections of mercury and also a few injections the 
following year. On Aug. 1, 1925, when first examined, he presented papules on 
the scrotum and a palmar and plantar circinate syphiloderm. The Wassermann 
reaction of the blood was four plus. He received 6 injections of arsphenamine 
intravenously and 8 injections of bismuth from Aug. 3 to Oct. 10, 1925. He then 
disappeared until December 12, when the Wassermann reaction of the blood was 
four plus. From Dec. 18, 1925, to Feb. 16, 1926, he received 4 intravenous injec- 
tions of arsphenamine and 8 injections of bismuth. He again disappeared until 
April 12, 1926, when the Wassermann reaction of the blood was three plus. From 
April 26 to June 11, 1926, he received 4 injections of arsphenamine and 8 injections 
of bismuth and potassium iodide by mouth for six weeks. He reported on 
Aug. 4, 1926, when the Wassermann reaction of the blood was negative. However, 
he received 8 intramuscular injections of bismuth from August 21 to Oct. 9, 1926. 
He failed to appear again and on Dec. 12, 1926, the Wassermann reaction was 
two plus. He then received 4 injections of arsphenamine and 8 of bismuth. On 
May 7, 1927, the Wassermann reaction of the blood was one plus. From May 14 to 
July 7, he received four injections of silver arsphenamine and 7 of bismuth. On 
Sept. 10, 1928, the Wassermann reaction was one plus. From Sept. 27 to Nov. 29, 
1927, he received 8 injections of bismuth. After an absence of five months, on 
April 24, 1928, the Wassermann reaction was negative and the spinal fluid was 
normal. He received 8 injections of bismuth, however, from May 15 to June 26, 
1928. He received in all 22 arsphenamine and 63 bismuth injections. 

The patient reappeared after an absence of nine months on March 26, 1929, 
and gave the following history: He said that he had been exposed on Jan. 12, 
1929, and that the sore on his lip had been present about four weeks. 

Examination showed a sharply defined, hard, elevated lesion the size of a dime 
on the inner side of the upper lip, situated more to the right of the median line. 
Dark-field examination was positive for spirochetes. The submental glands on 
the right side were slightly enlarged. The Wassermann reaction of the blood was 
four plus. The spinal fluid was normal. 


DISCUSSION 


Dr. CHarGin: I hesitate to accept the case as one of reinfection. Although 
the patient shows a papule on the lip, the lesion is not sufficiently large nor 
sufficiently indurated and, most important of all, there is not the usual accompanying 
adenopathy that should be present in an initial lesion of the lip. Practically always 
this is present. Moreover, the period between the last negative Wassermann test 
and the present appearance of the lesion is hardly sufficient to allow us to state that 
the original syphilis was cured. The only way to settle the question definitely is 
to let the patient go without treatment for the development of secondary eruptions. 

Dr. SHARLIT: Those of us who saw this patient a week ago were satisfied that 
the lesion was a chancre. The patient has received four injections of arsphen- 
amine since then and the improvement in the lesion is considerable. Furthermore, 
he presents as evidence of a secondary eruption a patchy alopecia of the scalp. 

Dr. WotrF: This case is interesting from the standpoint of therapeutics in the 
treatment for syphilis. The patient received very little and irregular treatment in 
the early stages of the disease. If he was cured it indicates that syphilis can be 
cured in certain cases with a slight amount of specific treatment or none at all. 
Nevertheless, I think that this man may have other symptoms indicating late infec- 
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tion, e. g., he might show neurologic manifestations of late syphilis. If positive mani- 
festations were found, the case would be one of superinfection instead of one of 
reinfection. 

Dr. Fert: In regard to the question Dr. Wolf raised, I have seen paretic 
patients with mucous patches in the mouth. 

Dr. CHARGIN: It is well known that superinfection can occur in syphilis. 
Superinfection can be successful either in the early stage or in the late stage of 
the disease. Patients with tabes as well as paresis have been observed with super- 
infections, and such patients may develop the usual secondary manifestations 
including mucous patches. 

Dr. Sprecet: I saw this man last Tuesday. Every one who saw the lesion 
agreed that it was a chancre. He had submental glands and he had given negative 
reactions to the Wassermann test for a year and a half, receiving treatment during 
the negative period. He has been absent nine months without treatment. The 
lesion has improved markedly since last Tuesday. He has been given four 
injections of silver arsphenamine since Tuesday. The spinal fluid examination a 
year ago was negative, and it was also negative a week ago. Spirochetes were 
readily found. I think there is no question but that the infection is a new one. 


LICHEN SCROFULOSORUM (?). Presented by Dr. ABRAMOWITZ. 


Mrs. F. G., from the Israel-Zion Hospital, Brooklyn, aged 30, born in 
Russia, said that there had been no history of tuberculosis in her family. She 
was in good health and had had three children, all of them healthy. There had 
been no miscarriages. Nine weeks before first being seen, she noticed the appear- 
ance of an eruption on her right knee with the gradual development of new lesions 
on other parts of the body. She complained of itching when the eruption first 
appeared but there had been none since that time. On presentation there were 
numerous flat-topped shiny papules ranging in size from that of a pinpoint to that 
of a pinhead, definitely grouped into patches varying in size from that of a dime to 
that of a quarter, as seen on the flexor surfaces of the upper extremities. The 
lesions were whitish and slightly scaly. On the buttocks and thighs and right knee, 
the patches were the size of a hen’s egg and larger, but showed a bluish and 
pigmented tone. There were no typical lesions of lichen planus, and there were no 
lesions in the mouth. No further examinations were made to confirm the diagnosis. 
The Wassermann test was negative. 


DISCUSSION 


Dr. WitiiaAMs: Has the patient scrofula? Unless a diagnosis of tuberculosis 
can be established, it would be hard to sustain a diagnosis of lichen scrofulosorum. 
The woman had a harsh skin, which is particularly rough and dry just below the 
knee. A skin of this kind develops pointed or flat keratoses on slight irritation. 
I see no reason to invoke tuberculosis or any other infection in this case. 


Dr. Wor: The lesions are flat-topped, shiny papules of uniform character 
with a slight tendency to grouping without scaling. This condition might be 
remotely classified as lichen scrofulosorum. I do not believe that lichen nitidus is to 
be considered. The patches on the knees were psoriasiform in type. On the 
buttocks were large scaly plaques. Arsenic will cause a lichenoid eruption. The 
patient may have taken arsenic internally. I offer a tentative diagnosis of 
arsenical lichen planus. 

Dr. Fox: I agree with Dr. Williams that lichen scrofulosorum always indi- 
cates the presence of tuberculosis somewhere in the body. As to the diagnosis in 
this case, I feel that the differentiation between lichen scrofulosorum and lichen 
nitidus is not easy from the clinical standpoint. 

Dr. Gross: As to the differential diagnosis between lichen scrofulorosum and 
lichen nitidus, I believe that such is possible in the case under discussion. Con- 
fluence of lesions with slight scaling as seen on the buttocks of this patient speaks 
absolutely against lichen nitidus. Nevertheless, I fully subscribe to Dr. Williams’ 
statement regarding lichen scrofulosorum and evidences of tuberculosis. 
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Dr. ABpRAMOW!ITz: As the history states, the eruption started about eight or 
nine months ago with itching that later disappeared. When the eruption appeared 
on the upper extremities there was no itching. The diagnosis of lichen scrofu- 
losorum was made for the following reason: there was definite grouping of the 
lesions, which does not occur in lichen nitidus. Lichen nitidus shows shiny isolated 
lesions. Lichen nitidus occurs on the genitals and on the extremities, but lichen 
scrofulosorum is found mostly on the trunk. Lichen nitidus is not accompanied 
with pigmentation; lichen scrofulorosum is. Lichen nitidus is not scaly; lichen 
scrofulosorum is. The question of an arsenic eruption can be easily excluded. She 
received an injection last week of solution of chloarsenol 1 per cent which seemed 
to improve the lesions. The absence of lesions in the mouth and of itching is 
against the diagnosis of lichen planus. The presence of systemic tuberculosis, 
while it is of course necessary for the diagnosis of lichen scrofulosorum, can in 
some cases be demonstrated only by the tuberculin test. Jadassohn describes a few 
such cases. 


Mycosis FuNGorpEs (?). Presented by Dr. ABRAMOWITE. 


R. S., a married woman, aged 46, from the New York Post-Graduate Skin 
Clinic, had an unimportant past history. Her eruption had begun about seven 
years prior to presentation, developing first on the arms and then becoming rapidly 
generalized. There was some improvement during the summer. She complained 
of considerable itching. A biopsy had been taken about two years before presenta- 
tion, and also various other laboratory tests had been made, but nothing definite had 
been determined. She had failed to respond favorably to roentgen therapy. When 
she avas presented, the trunk and extremities were covered with irregular, infil- 
trated, extremely itchy plaques, the size of an olive and larger. Some of the 
lesions were geographic in outline. There was none of the characteristic scaling 
seen in psoriasis, and the scalp and face were not involved. In view of the long 
duration, the marked itching and infiltrated plaques, it was thought that the 
patient might have mycosis fungoides. 


DISCUSSION 


Dr. WotrF: I think that it is psoriasis. Levin has described a type of nodular 
psoriasis. There are psoriatic nodules in this case. The scales on most of the 
lesions are typical of psoriasis, which has been somewhat disguised by treatment. 
Mycosis fungoides would have responded a great deal faster to roentgen therapy 
than this condition has. Therefore, I feel that on that point alone it is psoriasis. 
Psoriasis sometimes is stubborn to the x-rays. 

Dr. CHARGIN: The infiltration present in most of the lesions, the bizarre figures, 
the color, the long duration and the marked itching present stamp this most likely 
as a case of mycosis fungoides in the premycotic stage. 

Dr. Levin: I agree with Dr. Chargin that the lesions are those of mycosis 
fungoides. As to the case of psoriasis with tumor-like formation mentioned by 
Dr. Wolf, I may state that there is no resemblance between the case presented and 
the one that I reported. In my case, besides tumors, there were also typical 
lesions of psoriasis. There was no tumor formation in Dr. Abramowitz’ case. 

Dr. Fox: I agree with Dr. Chargin that this is mycosis fungoides partly 
because of the bizarre appearance. It seems to me that an important feature 
is the variation in the amount of infiltration. Some parts of the lesions are 
slightly and others considerably infiltrated. That is certainly characteristic of 
mycosis fungoides. The marked itching present might also be seen in psoriasis. It 
is possible to suffer from ordinary psoriasis for years and to undergo a transition 
to typical mycosis fungoides. I reported such a case in which psoriasis had been 
present for nearly thirty years and finally changed to a frank mycosis, the histologic 
diagnosis being confirmed by Dr. Pollitzer. 

' Dr. Ferr: Mycosis fungoides can be preceded by psoriasis. I treated a woman 
for two years who had had psoriasis for thirty-five years. Later on she developed 
tumors and died. In psoriasis one never finds the infiltration found in this case. 
| agree with the previous speakers. 
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Dr. ABRAMOWITZ: Two years ago, the microscopic diagnosis was “general 
exfoliating erythematous dermatitis,” with a question of mycosis fungoides. A 
moderate lymphocytic infiltration was present in the papular border, some acantho- 
sis and spongiosis, a few wandering cells in the upper part of the epidermis but 
no definite picture of mycosis or dermatitis exfoliativa. It suggested more a 
neurodermatitis. 


Presented by Dr. ELLer. 


A. P., a woman, aged 25, born in Russia, entered the skin clinic of the New 
York Post-Graduate Hospital on March 20, 1929. She presented a pale, sharply 
defined, ulcerated, somewhat infiltrated lesion the size of a quarter on the dorsum 
of the left foot. The patient said that she had had the lesion for the past year 
and that a painful blister would form every two weeks. No fungi were found. 
The Wassermann test of the blood taken in the Skin and Cancer Hospital about 
one month previously was negative. Microscopic examination (Dr. Satenstein) 
revealed the cytology of an ordinary melanocarcinoma infiltrating down to and 
into the fat. There was little if any increase in the pigment. 


MELANOCARCINOMA. 


DISCUSSION 


Dr. Traus: I saw this patient at the Skin and Cancer Hospital about a 
month ago. She said that she had had a section removed from this area by Dr. 
Montgomery, who reported on it two days later. The observations were in accord 
with those of Dr. Satenstein. The patient has not followed our suggestions 
about having an immediate and extensive surgical removal; therefore, I suggest 
that this be done promptly before the area is locally traumatized further. 

Dr. Fraser: We know from experience that the nonpigmented type of 
melanoma is equally if not more malignant than the pigmented type. This is 
an example of what the old pathologists called round cell sarcoma. If the growth 
is not removed, the patient will surely die. If wide and deep removal is done the 
patient may recover, providing metastasis has not already occurred. 

Dr. Potiitzer: Regarding the advisability of destruction of the lesion by 
whatever means is preferred, provided it is complete destruction, there is no 
question. The probabilities, I should say, are that by this time the lesion has 
already sent off cells which may have gone through the lymphatics and stuck 
somewhere in the glands of the groin or may have gone into the circulation and 
may not make themselves manifest as clinical tumors for several months or even 
years. I had a patient who went five years after the clinical destruction of a 
lesion of this kind before she developed secondary lesions in the skin, which were 
probably derived from a metastatic deposit located where it developed slowly and 
gave no symptoms. 


Morvan’s Disease. Presented by Dr. Ferr. 


S. F., a woman, aged 70, born in Germany and having lived in America for 
forty-three years, stated that about six months previous to presentation she noticed 
that the ends of her fingers became crooked and that hard, subcutaneous nodules 
developed. About four weeks before presentation, bullae had formed. The skin 
of the affected parts was nearly anesthetic to touch. The patient complained of 
severe cramplike pains, especially at night. The Wassermann reaction was 
negative. 


Morvan’s Disease. Presented by Dr. ROSTENBERG. 


Mrs. S., born in Russia, had had one miscarriage and one living child. In 
childhood she had had a prolonged febrile disease which had been followed by 
attacks of convulsions. The patient believed that her present illness had begun 
about sixteen years previously with pain and weakness in the left arm. At that 
time, she developed an infection of the left finger which resulted in loss of the 
nail, 
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Her chief complaint was the presence of severe gnawing pain in the left 
shoulder, radiating down the arm to the fingers, the left arm and especially the 
hand being much weaker than the right, and having a numb and dead feeling 
at times. She admitted also that she had burned herself several times without 
being aware of it. 

On examination the left hand was found to be in a “clawlike” position, all 
the fingers being markedly flexed in a fixed position. The interossei muscles were 
markedly atrophic, and the nail of the middle finger was stunted and of a dirty 
grayish brown. There were numerous scars over the entire arm, the results of 
burns. There was also pronounced thermo-anesthesia and analgesia, but the 
tactile sense was preserved. There was marked anisocoria, the left pupil being 
decidedly smaller than the right. Both pupils failed to react to light. A previous 
Wassermann test was supposedly positive, but a later examination gave a negative 
result. 

DISCUSSION 


Dr. Fraser: I am willing, after reading the history, to accept the diagnosis 
of Morvan’s disease. 

Dr. ScHeer: I agree entirely with the diagnosis in these two cases. I should 
like to mention a confusion that occasionally arises among nondermatologists 
when a diagnosis of Morvan’s disease is made in cases of leprosy. I saw such 
a case a few months ago in a boy who was in the hospital three months and 
discharged with a diagnosis of syringomyelia; the condition was later proved to 
be maculo-anesthetic leprosy, and lepra bacilli were found in the nasal secretion. 


Dr. PoLtitzer: The question of leprosy and syringomyelia is an old one. 
These cases were regarded as a peculiar form of leprosy until about fifty years 
ago when they were proved to be not leprosy but a disturbance of the central 
nervous system. The characteristic feature of the sensory disturbance in Mor- 
van’s disease is a separation of the areas in which the various sensory dis- 
turbances occur. 


Dr. RostenBerG: The neurologic examination in my case conforms thoroughly 
with the diagnosis of syringomyelia. I think that it is a typical case of Morvan’s 
disease. At present, the main symptoms are pain and a tingling sensation in the 
left arm. Perhaps another clue to the etiology is the fact that the patient says 
that as a child she had a long siege of fever followed by convulsions, suggesting 
a meningeal involvement of some kind. 


Hopckin’s Disease. Presented by Dr. 


J. S., a woman, aged 41, born in the United States, said that for the past eight 
months she had complained of severe itching, especially before her menstrual 
periods. She had lost 9 pounds (4.1 Kg.) during the past year. 

Examination disclosed a generalized eruption with the lesions markedly trau- 
matized from the scratching. There were numerous healed lesions, pigmented 
macules and scratch marks on the shoulders and back. There was a tendency 
toward grouping of the lesions suggestive of dermatitis herpetiformis. The left 
supraclavicular glands were considerably enlarged and stood out prominently. 
The axillary glands were also much enlarged. A biopsy was refused, although 
a gland removed at another clinic was said to have revealed Hodgkin's disease. 

The Wassermann reaction of the blood was negative. The blood count 
showed: hemoglobin, 57 per cent; red blood cells, 4,444,000; white blood cells, 
11,000; lymphocytes, 17 per cent; polymorphonuclears, 80 per cent, and eosinophils, 
3 per cent. 

DISCUSSION 


Dr. CHarcin: I should be more precise in naming this condition by desig- 
nating it as prurigo lymphatica, thus identifying it as a leukemid and not as a 
true lymphatic leukemic infiltration of the skin. 

Dr. WoLFr: These manifestations in Hodgkin’s disease and all other blood 
dyscrasias often follow when roentgen therapy has been employed. There is a 
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destruction of lymphocytes with liberation of foreign protein. The eruption 
resembles prurigo or urticaria, a toxic manifestation due to treatment. We have 
cases of Hodgkin's disease and leukemia in which the skin shows primary changes. 
We label these cases Hodgkin’s disease of the skin or lymphogranulomatosis 
cutis. The eruption in this case is a papulovesicular eruption of toxic orgin called 
pseudoleukemid by Cole. 

Dr. Hopkins: The statement that lesions of prurigo occurred only after 
roentgen therapy should not go unchallenged. In fact, I have recently observed 
a case in which the most effective means of relieving the prurigo was roentgen 
therapy, applied to the enlarged lymph nodes. 

Dr. Pottirzer: These pruritic lesions occurred before the x-ray was used. 
In fact, I believe that this type of eruption was described before the x-ray was 
discovered. 

Dr. Gross: The observation of Dr. Wolf, that these eruptions occur fre- 
quently after roentgen therapy, should be accepted but certainly not in as broad 
a sense as Dr. Wolf expressed it. 

Dr. Rostenperc: I have recently seen a patient with a condition which clin- 
ically looked like this with similar skin lesions. The extirpated glands, however, 
did not conform to the microscopic picture of Hodgkin’s disease. The blood 
picture did not show any changes either. This patient died, and at the autopsy 
there were innumerable small and larger glands filling the abdominal cavity and 
also present in the mediastinal region, and the case was labeled aleukemic leukemia. 
Therefore, I would suggest that one not make any diagnosis in such a case with- 
out a biopsy. 


Sarcoip (Boeck Type). Presented by Dr. Asramow!7z. 


A. S., a woman, single, aged 29, born in the United States, called at the New 
York Post-Graduate Clinic on Feb. 10, 1929. On examination she presented a 
sharply defined, nodular patch the size of an egg with central scarring on the 
lower right cheek. Many nodular scars ranging in size from that of a pinhead 
to that of a pea were also present on the lower eyelids. In the middle of the left 
cheek below the eye, there was a patch the size of a dollar with scarring, and 
a nodular patch the size of an almond on the neck. On the right arm there was 
an irregular, sharply outlined patch the size of a dollar consisting of hard noduies 
with central scarring. There was an elongated patch outside of the upper part 
of the left arm with central scarring. Similar lesions on the left shoulder were 
present. The lesions were neither anesthetic nor exactly tender to touch. 

A nasal smear revealed a few epithelial cells and a few cocci in short chains 
and no acid-fast bacillus. After administration of iodine to the patient, exam- 
ination for acid-fast bacilli was negative. The patient had received two intra- 
venous injections of gold and sodium thiosulphate of 0.025 Gm. without any 
apparent improvement. The Wassermann and Kahn tests were negative. The 
Mantoux test was positive. 

A microscopic examination by Dr. Satenstein showed sharply defined margin- 
ated cellular areas scattered throughout the entire cutis in the different areas, less 
in the upper cutis, more in the midcutis and deep cutis and extending into the 
subcutis. These areas were composed of conglomerate and in places distinct 
tubercles with epithelioid cells. Practically no inflammatory reaction accompany- 
ing these masses was noted. Surrounding bundles of connective tissue were some- 
what swollen. No reaction about the blood vessels was noted. The presence of 
the marked number of lymphocytes was not usually associated with sarcoid, but 
more commonly with lupus vulgaris. 


Sypnitis Resemptinc Lupus. Presented by Dr. Cornet. 


Y. L., a man, aged 25, born in China, called at the skin clinic of the New 
York Post-Graduate Hospital on March 18, 1929, stating that he had had an 
eruption on the face for eight months. 
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On examination there was a large, sharply defined, bluish-red patch, composed 
of crusting and exudation and adherent scales occupying the upper surface of the 
right cheek. There were similar smaller patches on the nose and left cheek. The 
Wassermann reaction was negative on March 18. 

Microscopic examination by Dr. Satenstein showed a cellular infiltration about 
the follicle walls and sebaceous glands extending down to the deep cutis. The 
cellular infiltration almost filled up the entire derma, although there were isolated 
zones showing the infiltration to be primarily perifollicular and perivascular. The 
vessels throughout were moderately dilated and there were a number of new ves- 
sels. There was some interstitial and parenchymatous edema of the connective 
tissue. The epidermis was thinned. The cellular infiltration was predominantly 
lymphocytic, although many connective tissues and plasma cells were present. 
There was no basophilic degeneration and practically no change in the elastic 
tissue. Nowhere in the section was there any suggestion of tubercle formation, 
thus ruling out lupus vulgaris. The absence of basophilic degeneration and elastic 
tissue changes with the presence of plasma cells and new blood vessels excluded 
lupus erythematosus. The histologic picture suggested a tertiary syphilitic process. 


DISCUSSION 


Dr. Levin: I believe this case to be one of lupus vulgaris, the diagnosis 
being based on the fact that there are discrete, soft, reddish lesions the size of a 
pinhead, independent of the main condition. There is not the ulceration, nor the 
tendency to breaking down of tissue, as evidenced in syphilis. Besides, the presence 
of a negative Wassermann test militates against the diagnosis of syphilis. 

Dr. Fox: The striking symmetry of the lesions is certainly against the diag- 
nosis of a late syphilid. The appearance is that of lupus erythematosus which 
has been treated. If the scales or crusts are not due to treatment I should consider 
lupus vulgaris as the most probable diagnosis. This is a case in which a therapeutic 
test with intense antisyphilitic treatment should be made. 

Dr. PotiitzeR: The clinical appearance is that of lupus vulgaris but the 
histologic report, to which I attach great weight, is against this diagnosis. The 
confusion between lupus in the face and tertiary syphilis is one that did not arise 
for the first time in this discussion. Dermatologists have made mistakes in these 
cases for a hundred years. The condition clitfically looks like lupus vulgaris; 
histologic report absolutely contradicts the diagnosis. I would say that if anti- 
syphilitic treatment is instituted, the lesion should clear up completely in a short 
time. Potassium iodide should be given together with the usual antisyphilitic 
treatment. 

Dr. Levin: Notwithstanding the fact that Dr. Satenstein stated that the 
presence of tubercles under the microscope must be observed to make a positive 
diagnosis of tuberculosis, I believe this case to be one of true tuberculosis of the 
skin. No mention was made of endarteritis which would certainly be present in 
a syphilitic lesion of such long duration and of so intense a reaction. 

Dr. Feit: There is no doubt that this case resembles both diseases to some 
extent. I would suggest that mercury be used, because response to arsphenamine 
does not exclude lupus erythematosus. Arsphenamine is used mainly for lupus 
erythematosus in the St. Louis Hospital, Paris. 


A Case ror D1aGNosts. Presented by Dr. CHARGIN. 


The patient was previously presented before the Section in November, 1928. 
At that time the following diagnoses were considered: bromoderma, syphilis, 
granuloma due to a fungus, artificial dermatitis and tuberculosis. 

In the discussion, syphilis was offered as the diagnosis and further antisyphilitic 
treatment suggested. The patient had since received 1.3 Gm. of neoarsphenamine 
and several injections of bismuth without any effect on the lesions. Another 
diagnosis that was suggested was a deep-seated tuberculosis of the skin. Accor- 
dingly, a large lesion was removed for animal inoculation which, however, proved 
negative. Further cultures showed Staphylococcus albus. 
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DISCUSSION 


Dr. Gross: Since antisyphilitic treatment was unsuccessful and repeated 
bacteriologic examinations were negative, I do not believe that there is anything 
left but to consider the possibility of a chronic staphyloderma as described by 
Tschernogubow. We know that this condition may resemble any kind of chronic 
granulation tissue. I would direct the treatment in these lines and especially 
would include roentgen therapy. 

Dr. ELLER: This is a case of dermatitis artefacta, and I would suggest that 
the patient have the affected leg bound in a plaster cast and watched carefully. 

Dr. WALZER: This patient has been under our care at the Good Samaritan 
Dispensary for the last two and one-half months. A mycotic infection and tuber- 
culosis were considered, but iodine given internally and injections of a gold com- 
pound did not improve the lesions. He is, however, about 50 per cent better than 
he was because of the use of simple wet or protective dressings. 

Dr. Wor: This case has been under observation at the clinic, and I held 
the opinion from the beginning that it was dermatitis artefacta. I think Dr. Eller 
has made the correct diagnosis. If the patient was under observation while 
dressings that could not be removed were being used, I believe that those lesions 
would undoubtedly heal up within a short time. 

Dr. ROsTENBERG: I do not think that it is a case of feigned eruption. It 
so happens that I saw this patient at the beginning of his trouble; he then had 
one large ulceration on the leg which suggested a gumma. In addition, however, 
he had some more fungating lesions which resembled bromoderma. As long as 
syphilis and tuberculosis are ruled out, I am now inclined toward the diagnosis 
of a pyogenic infection. 

Dr. CHARGIN: The diagnosis suggested by Dr. Gross was also seriously 
considered in the case, but because of the depth of the condition we thought that it 
could be ruled out. In the chronic pyodermas, the ulcerations are more superficial, 
and there are communicating channels between them. This is absent in our case. 
To say that the process is an artefact is to say that our observation is faulty. 
This process does not develop from without in, but from the depth to the surface. 
The primary nodules are deep-seated, with normal skin over them at first. It is 
only in the course of time as the nodule approaches the surface that the skin 
becomes red, and this is followed by ulceration. The lesion that was excised 
for the inoculation experiment was the size of a hazelnut and was deeply seated, 
with normal skin over it. 


Lupus VuLGaRIs EXULCERANS. Presented by Dr. ABRAMOWITZ. 


R. E. was presented before the Brooklyn Dermatological Society on April 19, 
1926, as having the most severe case of lupus vulgaris of the face and scalp that 
the presenter had ever encountered (ArcH. Dermat. & Sypu. 14:351 [Sept.] 
1926). She was again presented at the New York Academy of Medicine before 
the Section of Dermatology and Syphilis on March 1, 1927; the condition had 
healed after twenty-one injections of gold and sodium thiosulphate (ARCH. 
Dermat. & Sypu. 15:351 [March] 1927). She remained well until January, 1929, 
when the upper lip and the tip of the nose began to enlarge and redden. This 
in all probability was the beginning of a recurrence. The patient was advised 
to use injections of a gold compound immediately if the swelling persisted. Exami- 
nation of the nose and throat gave negative results. 


DISCUSSION 


Dr. ABRAMOWITz: I am not sure that the present condition is a recurrence. 
There is no evidence of activity in the mucous membranes; there was slight 
erythema and swelling in the skin of the upper lip and nose. The result speaks 
for itself. I think that it was one of the worst cases of lupus vulgaris ever 
presented here. When the patient was first presented she was 11 years old. She 
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received 100 mg. of gold and sodium thiosulphate twice a week with no reaction. 
I would hesitate to use such large. doses now. 


BILATERAL ZOSTER FOLLOWING THE USE OF ARSPHENAMINE. Presented by 
Dr. Fert. 


The patient received one intravenous injection of arsphenamine and one intra- 
muscular injection of mercury, and the eruption appeared three days later. Both 
sides of the face showed reddish edematous patches about the size of a five dollar 
piece; these were covered with vesicles, most of which contained pus. The left 
eyelid and its surrounding area were swollen. The lobe of the right ear showed 
a similar eruption, although that of the left ear seemed to be free. A _ hard 
nodule could be felt 1n front of the ear which was not painful. The Wassermann 
reaction was four plus, and the blood chemistry showed: chlorides, 433.5; sugar, 
117.7 per cent, and urea nitrogen, 30.8 mg. 


DISCUSSION 


Dr. Fox: I do not think that this is herpes zoster on account of the bilateral 
distribution, absence of pain and history of numerous previous attacks. Bilateral 
herpes zoster does occur, but it is extremely rare. The patient stated distinctly 
that he had had similar attacks every year for a number of years. If this were 
zoster involving among other areas that supplied by the third division of the 
fifth nerve, there would almost surely be involvement of the eye, with swelling, 
redness and pain. I consider this case to be a recurring herpes simplex. 

Dr. Witttams: I agree with Dr. Fox. The case was presented as bilateral 
herpes zoster following the administration of arsphenamine. If zoster means 
anything the word should be limited to a single disease, i. e., the infectious type 
that runs an acute course. If the condition followed the use of arsphenamine 
then it is not zoster; it is an arsenical eruption. As the patient gives a history 
of recurrence every spring for five years, each attack lasting about two weeks, it 
is probably a case of recurrent herpes simplex. 

Dr. Grtmour: The patient told me that there had been previous attacks. 
My diagnosis is herpes simplex, and he has impetiginous lesions. I wish to go 
on record as being against the diagnosis of bilateral herpes zoster. 

Dr. Feit: The patient told us that he had never had this eruption before 
and seemed alarmed about it. Arsenical zoster is a term that is accepted every- 
where, although it is not a good one. 


CONGENITAL KERATODERMA OF BotH HEE s. Preserited by Dr. 


M. M., a girl, aged 15 years, born in Italy, a patient from the New York 
Post-Graduate Hospital, presented on both heels well defined patches the size 
of a silver dollar of gray-colored, verrucous hyperkeratosis. There were painful 
fissures on both heels. The condition has been present for six years. The 
Wassermann test of the blood was negative, and there was no history of drug 
ingestion. 


SypHILis RESEMBLING LICHEN PLANUus. Presented by Dr. SCHEER. 


A. L., a laborer, aged 56, born in Italy, was first seen at the New York 
Post-Graduate Hospital on Feb. 28, 1929, and presented diffuse pigmentation on 
the inner and posterior surfaces of both lower legs. In the center of some of the 
areas there were serpiginous scars. Some of the areas were indurated. The 
eruption was intensely pruritic. Both legs were edematous and presented 
varicosities. 

The Wassermann test was four plus. Biopsy was refused by the patient. The 
patient received one injection of bismuth and did not return to the clinic until 
March 28, 1929. 
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NEW ENGLAND DERMATOLOGICAL SOCIETY 
ARTHUR M. GREENWOOD, M.D., Secretary 
Regular Meeting, April 10, 1929 
C. Guy Lang, M.D., Presiding 


REPORTS ON PREvious CASES: 


Dr. McCartuy: The boy in whom a condition of the mouth was considered 
to be a fungus infection at the January meeting was later found to have thrush. 

The man with tuberculous ulcer of the tongue was, if I may use the word, 
cured by the use of electrodesiccation, after three treatments about a week 
apart. There remains only a scar on the tip of the tongue. 

The patient shown here about a year ago with multiple carcinomas of the 
scalp, which increased profusely at the site of the biopsy, is now receiving roentgen 
treatments at this hospital; eight treatments have been administered and the patient 
begins to show improvement. The tumor was the basal cell type. 

Dr. Down1nc: In the woman shown at the last meeting, the lupus erythemato- 
sus of the face and scalp has cleared up under treatments with the Kromayer lamp 
under pressure. New lesions have also cleared up. 

Dr. GREENWOOD: The multiple tumors on the forehead of a woman shown 
at the last meeting, which we had been unable to prove to be epitheliomas, were, on 
more complete biopsy, afterward found to be basal cell epitheliomas. The patient 
is now much improved following the use of irradiation. 


CARCINOMA ON A PROBABLE SypPHILITIC ULcEeR. Presented by Dr. GARFIELD. 


J. M., an Irish woman, aged 52, a cook, came to the fracture clinic of the 
Boston City Hospital on April 20, 1927, complaining of pain in the left ankle; 
a diagnosis of chronic arthritis and varicose ulcer was made. She was given 
treatment consisting of baking, massage and exercises and was referred to the 
surgical department where treatment for the ulcer was administered. She was then 
referred to Long Island Hospital, where she was treated for several weeks without 
benefit. 

A large ulcer of several years’ duration covered almost the entire anterolateral 
surface of the lower part of the left leg. In places the lesion was fungating, and 
the edges were raised and curled over. Attention was called to the scars on both 
knees. 

On April 30, 1927, the Kahn test gave a negative reaction; on April 4, 1929, 
the Wassermann, Kahn and Hinton tests gave negative results. At the time of 
presentation, the patient was under treatment with potassium iodide, and was 
eventually to receive roentgen treatments. 

A biopsy done at Long Island Hospital about the last of February showed 
carcinoma. 

DISCUSSION 

Dr. STANDISH: What type of cell was found? 

Dr. GARFIELD: I donot know. The biopsy was done at Long Island Hospital, 
but I neglected to get the slide to show here. 

Dr. BoAkDMAN: From the scars on the leg, it seems to me there is no 
question but that the woman has had syphilitic ulcers; at least ulcers that started 
as ulcerating gummas. The degeneration of gummas into malignant ulcers is 
unusual. I remember seeing only one case, which was at the Carney Hospital 
some years ago. A biopsy was made and the condition was found to be malignant. 
It seems to me that this is the same thing, a degeneration of a tertiary lesion with 
secondary epithelioma. 

Dr. McCartuy: I believe that cases are reported, sometimes, of sections 
taken from the margin of a chronic ulcer, showing changes indicative of carcinoma. 


a 
— 
| 
; 
| 
q 
q 
= 
a 
q 
q 


900 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


May it not be possible that in this particular case in one margin there were changes 
that indicated malignancy while others did not? If this were a squamous cell 
cancer there would be glandular changes by this time. There is a certain type 
of change that accompanies syphilitic ulcers. This could not be very troublesome 
because this particular lesion was present for many months and even years. 

Dr. TowLe: I suppose there are cases in which one edge is malignant and 
the other edge is not but will become so. The condition has to start somewhere 
and does not necessarily start in the whole periphery at one time. 

Dr. SmitH: One sees these conditions not infrequently in the mouth, where 
a condition is developing on an old syphilitic base. It may improve under anti- 
syphilitic treatment up to a certain point, and there it stops and the time for 
treatment with radium begins. 

Dr. GARFIELD: A series of patients with ulcers of the leg is now being 
treated at the Long Island Hospital, and this patient is one of them. All the 
others seemed to be doing well, but this one did not respond to treatment so a 
biopsy was done. I wanted to ask about treatment in this case: Had we better 
continue giving potassium iodide, using mercury of some kind and perhaps giving 
roentgen treatments at the same time, or should we treat with the roentgen rays? 

Dr. SmitH: How much treatment has she had besides the iodide? 

Dr. GARFIELD: She has not had any antisyphilitic treatment. 


Dr. Situ: I think that the present treatment ought to be pushed fairly well 
before resort is made to the iodide, on the theory that some of the lesion is 
malignant and some is not. One could tell within a comparatively short time 
how much the condition is going to respond to arsphenamine. It is well worth 
trying, as well as posture and the ordinary effects that can be derived from 
treatments for ulcer of the leg. 


A Case For Dracnosis. Presented by Dr. 


E. J., an unmarried American negro dressmaker, aged 23, first noticed a 
ringed lesion on the back of the neck four months before presentation. Several 
weeks later a similar lesion appeared on the inner aspect of the left thigh. A 
number of patches of alopecia also appeared on the scalp. Little change had taken 
place in the lesions since they were first noticed. Physical examination revealed 
a ring of small, soft, noninflamed papules, 1 cm. in diameter, on the back of the 
neck. A similar lesion on the thigh was removed for biopsy. On the back of 
the scalp were three small round areas of alopecia. 

The biopsy report showed chronic inflammation. The reaction of the blood 
to the Kahn test was negative. Culture (taken from the lesion on the leg) 
showed Microsporon lanosum. 

DISCUSSION 

Dr. Downtnc: The lesion that was removed from the leg was identical with 
the lesion on the back of the neck. That was where we got our cultures and 
slides. What I was trying to establish was that this was tinea of the scalp besides 
tinea of the body. Possibly we could not get any culture from the lesions on the 
scalp, but we got a pure culture from the lesion on the leg. This has been 
considered one of the rare cases. 

Dr. Swartz: I should explain this case as a typical lichen planus from the 
microscopic examination of the tissue. It was rather interesting to see lichen 
planus and a culture of Microsporon from the same lesion. On the other hand, 
the scalp looks suggestive of alopecia areata. 

Dr. Towre: I should ask Dr. Swartz what he considers the lesion on the 
back of the neck. 

Dr. Swartz: I think that it is annular lichen planus, and the microscopic 
slides confirm the picture here. Were any scrapings done outside of this? 

Dr. Downtnc: Yes. Dr. Mallory’s report on that slide was that there was 
evidence of a chronic inflammatory condition. 
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Dr. GREENWOOD: I saw an infection caused by Microsporon lanosum on the 
hand of an adult, several years ago. There is no question about this culture. 

Dr. Swartz: Was any pathologic work done? 

Dr. GREENWOOD: No. Scrapings were taken from the hand. It was a typical 
chronic ringworm of the palm. 

Dr. Burns: I should like to raise the question if the observations from the 
culture may not have been accidental. I mean so far as the lesion on the back 
of the neck is concerned. I think that it is lichen planus annularis, and that is 
borne out by the slides. There is a question between the cultures and the slides. 
It is an entirely new condition to me. Clinically, with reference to the lesion on 
the back of the neck and the slide there is sufficient harmony, but as to the cultures 
I should be in doubt. 

Dr. Down1nG: Those cultures were done carefully. Dr. Burkhardt did them, 
covered the field with alcohol and let it stand a few minutes; he took an individual 
scale and deposited it on each one of the cultures; it is a pure culture without 
contamination. 

Dr. McCartuy: I am wondering whether one is not often dealing with 
contaminations, and particularly in reference to scrapings from the palms of the 
hands. I think that the whole story on fungus scrapings has never been worked 
out enough. I believe that the conclusions one works with are sometimes a little 
far-fetched. 

Dr. GREENWOOD: I do not agree with Dr. McCarthy on that subject. Dr. 
Rockwood has just finished doing work on about 1,200 cultures of skin from the 
interdigital spaces of patients with diabetes, and in those cases she found less than 
4 per cent of contaminations. No precautions were taken to sterilize the skin. 

Dr. McCartuy: The organism which you mention is a pathogen and not 
the contaminating type of fungus. 

Dr. Swartz: I agree with Dr. Greenwood on that. I think that we find 
little contamination on the skin, but I think that we are apt to get a few laboratory 
contaminations. 


Presented by 


THROMBOPENIC PurRpPURA, AFTER INJECTION OF ARSPHENAMINE. 
Dr. McCartuy. 


C. H., an Irish housewife, aged 51, received, two weeks before presentation, 
0.45 Gm. of neoarsphenamine, the last injection of her third course of ten. Treat- 
ment was being given on account of a positive Wassermann reaction revealed by a 
routine examination of the blood eight months previously. 

On the day of the injection, her arm became somewhat swollen, tender and 
ecchymotic, and she felt flushed and feverish. The arm was not sore the next 
day, but the ecchymosis about the site of injection remained. 

Six days later she began to have severe aching pain in the front of the left 
thigh, which was relieved by walking about. During the next few days, “black 
and blue” areas appeared on her arms, legs, trunk and face, new ones developing 
each day. There were also sores inside the cheeks and on the tongue. There was 
no bleeding from the nose, gums or elsewhere. 

Physical examination showed many large ecchymoses scattered over the trunk, 
arms and legs. On the right hand there were a number of tender hemorrhagic 
vesicles. There were healing ulcers inside the lower lip, and another on the tongue. 
Both lower legs were covered with petechiae, and were somewhat swollen. There 
were scattered petechiae all over the body, but none in the conjunctivae. The left 
thigh was slightly tender and continued to ache. Sensation was diminished over 
the anterior aspect of the left lower leg. 

The blood showed: red cells, 3,400,000; white cells, 3,000; platelets, 50,000; 
hemoglobin content, 60. The differential count showed: polymorphonuclears, 4 
per cent; lymphocytes, 88 per cent; monocytes, 8 per cent; eosinophils, 0, and 
basophils, 0. The red cells showed moderate variation in size; they were normal 
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in shape and color. The platelets were greatly diminished in number. The 
bleeding time was forty-five minutes; the coagulation time, twelve minutes. The 
clot failed to retract. The urinalysis gave negative results. 


DISCUSSION 


Dr. GARFIELD: I had a somewhat similar case and it was the first time I 
realized that such a condition existed. The patient had had several courses of 
arsphenamine and when [ started this particular course the teeth began to ache, 
and he presented a typical picture of mercurial stomatitis. Shortly after this 
injection of arsphenamine he had such a severe nosebleed that he came into the 
hospital where his nose was packed. That stopped the hemorrhage and then 
bleeding began around the teeth. The bleeding continued for several days before 
it stopped completely. 

Dr. SmitH: I have had only one similar experience and that was a second- 
hand case. The patient came after he had had the severe bleeding. He also had 
had several courses of full doses of arsphenamine and had no disturbances. I 
think that the third course was started, and after the second injection he had a 
certain amount of reaction. There was no marked hemorrhage and no marked 
purpura —a slight amount cleared up fairly promptly, and after the next injection 
of 0.9 Gm., a week later, he began to bleed before the physician had finished the 
injection. He bleed from the rectum, the nose and the gums. When I saw him 
ten days afterward, the platelets had returned to normal; however, in the cases 
that have been reported there is a marked diminution. That apparently is much 
more likely to occur after the administration of neoarsphenamine or sulpharsphen- 
amine than after the use of straight arsphenamine. A Belgian investigator has 
done a great deal of work with arsphenamine on dogs, and he produced hemorrhage 
promptly by the use of neoarsphenamine or sulpharsphenamine, but the same 
animals were undisturbed by doses of arsphenamine. I never had the courage to 
give this patient further doses of arsphenamine. I reported the case at one of 
the meetings of the American Dermatological Association a few years ago. Under 
the administration of bismuth and mercury the patient had obtained and retained 
a negative Wassermann reaction for a number of years. 

Dr. KaArcHER: I have seen, I think, three cases quite like this. About a 
month ago I saw a neurosyphilitic patient who had received nine doses of sulph- 
arsphenamine and started to bleed six or eight hours after the last injection. The 
physician said that he had bled a little following previous injections. I think 
that these cases are all from benzene poison. I consider it one of the most 
serious reactions to arsphenamine, and it is a question whether the patient ever 
should receive arsphenamine again. This man was bleeding a little from the mouth 
when he came in; he was given an injection of 0.5 Gm. of sodium thiosulphate, 
and when he came in the next day the bleeding had ceased entirely. He came in 
a day or two later and the lesions of the mouth and skin were remarkably improved. 
He apparently was helped by the drug. 

Dr. Lioyp: I wondered why in reference to this case a woman 56 years of 
age should have been given such severe treatment, because three series of ten 
injections each at that age would seem to me a fairly severe treatment. 


Dr. McCartuy: The interval between the second and third courses was, I 
believe, two months. I do not know the story of the syphilitic condition. I 
cannot recall what the story was when she first came. In regard to the benzene 
poisoning, I am wondering if it is the benzene content of the arsphenamine or the 
arsenical content, and if Dr. Smith remembers whether the Belgian made any 
report on that. 

Dr. SmitH: I think that it is the sulphur, not the arsenic, that causes the 
disturbance in the neoarsphenamine, because that does not obtain in the old 
arsphenamine. 

Dr. Cueever: I have had one patient who received neoarsphenamine for 
some time; she received two or three injections without any difficulty and then 
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started to bleed. It seemed to me that in that case the sodium thiosulphate helped 
a great deal. Bleeding occurred everywhere except from the sclera and the bladder. 

Dr. McCartuy: I am going to treat this patient expectantly without sodium 
thiosulphate and see how the condition reacts. 


Pityriasis Rupra Prvaris. Presented by Dr. OLIVER. 


A woman with lesions on the chest, face and hands was presented. The 
diagnosis was pityriasis rubra pilaris. 


DISCUSSION 


Dr. Oxtver: I think that the diagnosis is fairly plain. She has a thickening 
around the hair follicles and the other lesions are follicular. 


Dr. BLaIspELL: I was interested somewhat in the industrial aspect of this 
case. I think that the diagnosis is correct, but this woman told me that she 
was a laundry worker and had been for three years. Her work consisted of 
making up a soap solution in a pail, mixing that with hot water and dipping from 
that pail into the machine in which the clothes were washed and soaked; in the 
course of the work she got her abdomen thoroughly wet. She said that the 
process started over the abdomen and spread more or less over the body and then 
onto the arms. I think that this case could be regarded as an industrial type if 
one did not take notice of the particular condition of the hair follicles. 


TUBERCULIDs. Presented by Dr. McCartuy. 


M. H., a colored woman, married, aged 27, had had an eruption on the face, 
arms and lip since 1926. She visited Boston City Hospital in November, 1927. 
The Wassermann and Kahn reactions were negative. She was given four doses 
of neoarsphenamine and fifteen doses of bismuth without a change in the lesions. 
After the treatments, the Wassermann and Kahn reactions were negative. 

In August, 1928, biopsy showed: giant cells, epithelioid tissue involving the 
corium and marked cellular infiltration. She received twelve doses of gold and 
sodium thiosulphate, 0.05 Gm., over a period of six months. The patient has also 
had treatments with the Alpine lamp. A roentgenogram of the chest showed 
mediastinal glands (?) of tuberculosis. 


DISCUSSION 


Dr. McCartny: I await suggestions as to a name for that particular 
tuberculid. 
Dr. STANDISH: I should suggest lupus disseminatus as a diagnosis. 


A Case ror Dracnosis. Presented by Dr. CHEEVER. 


H. L. R., a white American housewife, had a dermatosis of several months’ 
duration. On the face and neck were seen many small, elevated, flat-topped, 
slightly reddened papules, most of which were from 2 to 6 mm. in diameter, while 
three or four were from 9 to 12 mm. in diameter. The surface was slightly 
granular, and was neither shiny nor scaling. 

Microscopic examination showed no evidence of parakeratosis or acanthosis. 
Scattered throughout the reticular layer were areas of round cell infiltration, 
particularly about the blood vessels. There was some infiltration of round cells in 
the pars papillaris. A degenerative process was seen in the corium. 

Previously, several similar lesions in the same areas had been frozen with 
carbon dioxide snow. 


DISCUSSION 


Dr. TowLe: The patient came to see me some time ago. The eruption puzzled 
me. Although the distribution was more unilateral than bilateral, the lesions were 
uniform, and the nearest thing I could make of it was a lichen planus of rather 
an abnormal type. The condition had been present for only about three months. 
I suppose a failure to cure lichen planus in three months would not be considered 
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so bad. The lesions are much the same in appearance as when I saw her; several 
of them have flattened out somewhat. Other than that, little change has occurred. 

Dr. STANDISH: The patient gave a history of two separate outbreaks. She 
had one in the spring of 1928, which cleared up under Dr. Thorndike’s treatment, 
and there was no recurrence until the fall of 1928. 

Dr. Swartz: I happened to see the slide and noticed the patient before; on 
examination I noted the question of lichen planus and parakeratosis, but there 
was no evidence of either under the microscope. The connective tissue did not 
strike me much at first, but while looking at it today with Dr. Burns he called 
my attention to the degenerating tissue. 

Dr. Burns: From the clinical point of view, I noted the color of the lesions, 
their soft consistency and no destructive changes—they were rather atrophic 
than cicatricial destructions — together with a tendency to involute spontaneously 
in many of the lesions. When I looked at the slide, it seemed that there were 
no hypertrophic changes in the epidermis; the tissue seemed to be obliterated 
except about the blood vessels to a large extent. As that slide is not stained 
it would be impossible to pass judgment on it, but I should say that as a rough 
histologic picture it would fall in the colloid class and not in the hypertrophic 
processes. I should be interested to see a differential staining from one of those 
lesions. 

Dr. CHEEVER: All I could make out was that I could not possibly make 
the picture fit with a diagnosis of lichen planus. 

Dr. Burns: With reference to treatment in these cases, I have been some- 
what interested on account of my experience with several patients seen over a 
long period. At one of the meetings of the old Boston Dermatological Club, I 
showed a patient who had extensive lesions of colloid degeneration of the fore- 
arms. The condition occurred in a brakeman who had suffered exposure almost 
to the degree of frost-bite incident to his work. That diagnosis was substantiated 
by the histologic examination. We had an opportunity to observe that patient 
for a considerable period. In the course of two or three years his lesions dis- 
appeared spontaneously.. I was interested to hear Dr. Blosser refer to a case of 
his, and I wish he would tell what apparently has occurred in one of the most 
profuse cases of colloid milium that I have ever seen. I wonder if it is not better 
to give expectant treatment in these cases than to attempt to destroy the milia. 
If they are destroyed they leave marked pitted areas. 

Dr. BLossER: The condition Dr. Burns speaks of was located on the face 
which was almost covered with lesions varying in size from that of a grain of 
rice to that of a pea. Dr. Burns and I saw the patient about six months ago, 
and I had not seen her again until recently; during the interval she had been in 
the hands of seven different physicians. At present her face is absolutely free, 
without any lesions or scarring. She gives all the credit to the last physician who 
gave her an internal remedy for the blood. 

Dr. Rutison: I think that Dr. Cheever’s case is extremely interesting. I was 
unable to make a diagnosis from the lesions on the neck, but on the wrist I found 
several papules which seemed to be the color, size and shape of lichen planus. 
The biopsy was puzzling, but I think, perhaps, that one would hardly expect to 
get typical observations from this slide. I based my diagnosis on the lesions of 
the left wrist. 

Dr. CHEEVER: One might expect to find the itching the patient complains 
of. It is somewhat puzzling, however, because she says that days will go by 
when there is no itching, and then when a warm day comes, like these last warm 
days, itching will keep her awake all night. 


KERATOSES (ARSENICAL), DERMATITIS HERPETIFORMIS OR MALIGNANT 
Utcers? Presented by Dr. SAWYER. 


P. F., a white man, aged 44, an American, had a condition of twenty years’ 
duration. He was in a sanatorium for patients with tuberculosis. Vesicles and 
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blebs had appeared on the back twenty years before presentation. He took arsenic 
for several months. The hands became “calloused.” Two years before presenta- 
tion the callus on the right palm was cut and the two ulcers shown appeared. 

The lesions were on the trunk and back chiefly. The palms and soles were 
involved. The back presented groups of excoriations, and groups of vesicles and 
excoriated papules. On the abdomen only small papules were present. The palms 
and soles were covered with keratoses varying in size from small round ones to 
rather large elongated lesions. Two punched out indolent ulcers were present on 
the heel of the right palm. 

The Wassermann reaction was negative. 

Treatment with the ultraviolet lamp had been administered on the back daily 
for five months. Scarlet red was used on the ulcers for three weeks. The 
condition was unchanged. 

The case was presented because of the combination of arsenical keratoses with 
ulcerations and dermatitis herpetiformis. 


DISCUSSION 

Dr. TowLe: How much arsenic has the patient had, and in what form? 

Dr. SawYER: I saw him for the first time the day before yesterday. He 
said that he began to have arsenic treatments twenty years ago, and had them for 
only several months. He could not tell how much he had had. The treatment 
was given for less than a year; at that time these lesions appeared on the hands 
and feet, and he stopped taking the medicines. 


A Case For Dracnosis. Presented by Dr. Downinc. 


The trouble started with the appearance of a red blotch while the patient was 
in France, in November or December, 1917. The condition was then attributed to 
gas, but the diet at that time was bad, consisting of canned corn beef and hard 
tack with no variations for six weeks. When the patient was discharged from the 
army, the medical record showed his condition to be “dermatosis.” 

At various intervals the following tests were made. The Wassermann test was 
done four times at considerable intervals, with negative results. In the tests for 
sensitivity to proteins, fifty proteins gave negative reactions. The basal metabolism 
test was done three times; the reaction was normal once and —2 per cent twice. 
Two tests were made on the blood; the first time the record was normal. The 
results of the second test, made on March 13, 1929, were: blood sugar, 84 mg. 
per hundred cubic centimeters; blood nonprotein nitrogen, 40 mg. per hundred 
cubic centimeters; white blood cells, 6,000; hemoglobin content, 90. The differ- 
ential count showed: polymorphonuclears, 60 per cent; lymphocytes, 30 per cent; 
mononuclears, 4 per cent; eosinophils, 6 per cent, and basophils, 0. Roentgeno- 
grams were taken of the teeth to locate focal points of infection, but none was 
found. The tonsils and adenoids were removed when the patient was 14. Biopsies 
were performed in 1926, and again on March 13, 1929. The diagnosis from the 
latter was chronic inflammation. Another biopsy was performed on April 4. 

The following salves were tried with negative results: sulphur, hydrous wool 
fat, zinc oxide, sulphonated bitumen, chrysarobin, iodine, salicylic acid, resorcinol 
and possibly others. Internal dosage included a 10 per cent solution of potassium 
arsenite. A heavy dosage of an acetylsalicylic acid-containing nostrum was con- 
tinued for a week. Some kind of glandular pills was taken. These were taken 
between two basal metabolism tests. The effect on the basal metabolism was 
negative. Iron was used as a tonic in connection with the other treatments. 

Ultraviolet light treatment was started with an exposure of two minutes, and 
before treatment was dropped at the end of three months the exposure had been 
increased to twenty-five minutes. The effect was negative or even increased the 
condition. A short treatment by water cooled ultraviolet light gave no result. 
Roentgen treatment was continued at intervals for two and a half years. For a 
time the results were hopeful, but for two years no change could be observed. A 
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subcutaneous injection of arsenic was used for a part of the time, in connection 
with the roentgen rays. A static wave was used over the liver in connection with 
the injections of sodium thiosulphate. A high frequency current was used as a 
stimulant. Ten intravenous injections, full strength, of sodium thiosulphate were 
given with negative results. 

A vegetable diet was followed for six months, with negative results. A diet 
omitting the beef, milk, butter, veal, etc., series was followed for four months. 

At the time of presentation, there was some itching at night. The area was 
gradually spreading. 

DISCUSSION 


Dr. SmitH: I recognized the patient as an old friend I saw back in 1925 or 
1926, I think, and made a diagnosis then of mycosis fungoides in the premycotic 
stage. I cannot see anything in him at present that would lead me to change the 
diagnosis, except that he now has some nodes. 

Dr. TowLe: Mycosis fungoides is, perhaps, the diagnosis of choice, although 
I do not think that one can be certain even of that. The lesions were less deep than 
one would expect from mycosis of that age. The surface was redder and more 
glistening. It looked as if the patient had spent his time rubbing it. On question- 
ing him closely I found that the field on the neck had receded spontaneously, which 
is not like mycosis. Altogether it is a rather puzzling situation. You might, from 
the contour and the shape of the plaques, conceive of an extraordinary psoriasis 
which had been irritated. 

Dr. Downtnc: My reason for showing this case was for more than an 
ordinary diagnosis. It means so much to this man’s future. I saw the patient 
about three or four weeks ago. He was sent to’me by the Veterans’ Bureau for 
treatment for parapsoriasis or traumatic dermatitis. The original diagnosis made 
while he was in the service was dermatosis. He is highly intelligent. He teaches, 
but being unable to maintain his position he has had to tutor on the side. The 
result is that he has pushed himself as far as he could. If we can establish a 
diagnosis, I can recommend that this man be put on what he should have—total 
compensation—which will give him a chance to live longer; it will establish his 
position and he will have a better chance of arresting the condition. He finds 
that when he does rest his condition is greatly improved. I shall have to admit 
that when I first saw him I did not think of mycosis fungoides, but Dr. Lane, Dr. 
Greenwood and Dr. Smith all have agreed to this and I believe that is what the 
condition is. I knew he did not have psoriasis; I did not think he had parapsoriasis, 
and I have been trying to establish a definite diagnosis. 

Dr. STANDISH: From the pathologic pictures of the slide I do not think that 
there is much doubt about the condition being mycosis fungoides. 

Dr. Burns: The history, the clinical evolution and the histologic observations 
convince me that this is a case of mycosis fungoides. Hebra, I believe, remarked 
that mycosis fungoides was never diagnosed in the premycotic stage. The sug- 
gested diagnoses of psyoriasis and dermatitis, in many cases in the past, are not 
at all unusual. I recall a case which was under our observation at the Massa- 
chusetts General Hospital over a period of several years as an unusually obstinate 
case of seborrheic dermatitis. The condition had all the classic earmarks, and the 
patient became a chronic visitor to ward G, and then tumors began to develop, and 
the transposition took place into a definite mycosis fungoides, which was sub- 
stantiated by the microscopic observations. 

Dr. Lane: I saw this patient in January, 1926, for the first time. A biopsy 
was done and, while not characteristic, was suggestive. The appearance at that 
time, I thought, was diagnostic of mycosis fungoides. In addition to his story and 
the history, his response to roentgen therapy at that time was consistent with the 
diagnosis of mycosis fungoides. That is, the lesions flattened out and shriveled 
up; his symptoms were much better and, in addition, a fact which I noted before, 
the unfiltrated, dull red, sharply outlined patches almost faded out, with com- 
paratively little treatment. These patches are, it seems to me, usually sensitive to 
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roentgen therapy. The patient had a number of treatments; he has had about 
three series. In one of the series he was given neoarsphenamine. We have had 
two or three patients at the Massachusetts General Hospital in whom a com- 
bination of neoarsphenamine and the roentgen rays has helped a great deal, but 
with this particular patient it made no difference. The last series of roentgen 
treatments that he had made comparatively little change in the condition of the 
lesions on the neck. Since I saw him in April, 1926, his condition has changed a 
good deal, and I think that there is no question about the diagnosis of mycosis 
fungoides. 

Dr. GREENWOOD: I saw the patient several times with Dr. Lane and it never 
occurred to me to question the diagnosis of mycosis fungoides. A thing which 
impressed me as I saw him with Dr. Lane was the reaction to the roentgen rays. 


CIRCUMSCRIBED SCLERODERMA. Presented by Dr. Bracc. 


C. W. S., married, aged 43, with a negative family history, had had the usual 
diseases of childhood. There had been no severe illness. Eighteen months before 
presentation a small, reddish, slightly indurated lesion was seen on the right 
forearm. No subjective sensations preceded the cutaneous manifestations. This 
circular lesion, with a broad erythematous areola, gradually enlarged and, at the 
same time, became tense and somewhat hardened. Of late there had been slight 
atrophy. Six months prior to presentation a similar lesion appeared on the right 
leg, developing more rapidly. There were several small lesions on the left leg and 
thigh of from two to four weeks’ duration. There were no subjective symptoms. 
The patient was presented because of the distribution of the lesions, and for sugges- 
tions as to treatment. The Wassermann reaction was negative; the urine was 
normal. 

DISCUSSION 


Dr. Brace: I thought that some of you might offer some suggestions for 
treatment if you agree with the diagnosis. The distribution of the lesions was 
one of the reasons for presentation. 

Dr. BoarRpDMAN: It seemed to me well worth while to study the ductless 
glands in connection with this case. When there is a deficiency a large percentage 
of patients are helped, especially with thyroid. I should study the case and see if 
there is any deficiency of the thyroid gland. 

Dr. Swartz: Was the urine tested for arsenic? 

Dr. Brace: It was not. 


Dr. Swartz: I think that some cases have been shown in which there was a 
question of arsenic in the urine in patients with scleroderma treated with thio- 
sulphate. 

Dr. Bracc: The nature of his work might suggest the possibility of that. 


Dr. Rutison: At a meeting that I recently attended, requests were made for 
suggestions as to treatment in a rather tragic case of scleroderma, and the general 
impression we got was that hardly anything was of much service; however, the 
best results were obtained by simple massage continued over a long period. 


Dr. AprpeL: With reference to arsenic in the urine my impression is that in a 
great many cases arsenic will be found in the urine of patients who have various 
diseases, and that the arsenic is not always responsible for the particular condition, 
or is not considered as such unless the amount in the urine is shown to increase 
with the administration of sodium thiosulphate. That is supposed to be an indica- 
tion of an abnormal storage of arsenic in the system. If a case in which arsenic 
is found in the urine does not show a definite increase in the elimination of arsenic 
after treatment with thiosulphate, then I think it is deemed that the etiology in 
that particular case is not arsenic. 

Dr. Lane: I am reminded of a remark which a chemist made to me when I 
was telling him of a case of scleroderma in which the urine had been found to 
contain arsenic. He said “The first thing I would want to know is who did the 
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arsenic test and what method was used.” He had considerable skepticism on the 
subject of arsenic in the urine. 

Dr. DownincG: An interesting thought occurred to me in this connection. A 
personal friend of mine who finally died of scleroderma of more than twenty years’ 
duration, who had tried all sorts of physicians, said that the only relief he obtained 
was from an osteopath. 


A Case For Dracnosis. Presented by Dr. Downina. 


J. D., an Irishman, aged 68, married, six years before presentation was given 
four treatments with radium (half strength applicator, twenty minutes, unscreened) 
for leukoplakia of the lower lip. Treatment was then suspended on account of the 
reaction to the radium. The lip had been swollen and sore since that time. The 
physical examination showed the lower lip diffusely swollen, soft, tender, bright red 
and shiny. The green to red test for sugar was made on the urine. The Kahn 
test on the blood gave negative results. 


DISCUSSION 


Dr. TowLe: The question immediately arose in my mind: is this a radium 
burn? There was more excoriation and lost tissue than one would expect. The 
process gave me an impression of a spreading one. I noted the edges, the ridges 
and the whole vermilion border. On the right side it spread out to a point; also 
there are persistent small islands of epithelium. I have under my care at present 
a man with an involvement of the lip with much the same area and much the 
same process as this seemed to be who has never had radium. Is this a process 
caused by radium or is it not? We are seeing radium dermatitis now much as 
we did in the early days with the roentgen rays. The radium areas that I have 
seen have not acted altogether like those of the roentgen rays except in their 
extreme persistence. 

Dr. Bracc: I have not had extensive experience, but I have never known any 
instances in which radium given in such small doses would have more than a 
transient effect. Certainly, the amount specified in the history would be almost 
inconceivable in its effect. I do not think that radium had anything to do with 
this condition. 

Dr. Downtnc: I find myself on the defensive. In speaking of the radium, 
that was just a part of the history. We did not think of the radium as a burn; 
we did not think that he had enough radium to cause a burn. I showed him 
because I did not think that the lesion was an epithelioma of any sort; I thought 
that it was a chronic cheilitis of the glandular type, and I showed the patient for 
suggestions for further treatment. 

Dr. BoarpMAN: I thought that the chronic scaling condition would go well 
with a cheilitis exfoliativa, and with that diagnosis in mind it seems to me that 
several patients have responded favorably to the roentgen rays and one or two 
to radium. I think that the preferred treatment would be radium on the lip. We 
have a patient who was treated in that way who responded nicely. 

Dr. StanpisH: I think that there are two diagnoses that ought to be ruled 
out: lichen planus and lupus erythematosus. At the inner margin of the lip 
there is a distinct plaque, almost the size of a pea, with white epithelium, but 
discreet, almost nutmeg-like areas. I do not think that radium had anything to 
do with it. I remember a case previously that resembled this and the only way to 
make a definite determination was by biopsy, and I think that that could be done 
easily in this case. ; 

Dr. Swartz: The condition looked to me like lupus erythematosus. The 
destruction and the atrophy resembled that. 

Dr. McCartuy: The upper lip was interesting to me; it had a desquamating 
process. This might be an exaggerated cheilitis. I think that a biopsy might help. 
I had a case of lupus erythematosus that began on the chin, extended to the lip 
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‘and gave a picture much like this. I should suggest in treatment the use of gold 
and sodium thiosulphate for twelve doses and should note the effect on the lesion. 


ERYTHEMA MULTIFORME. Dr. APPEL. 


L. K., aged 62, a white laborer, an Armenian, had had hypertension, aortic 
disease, pulsus alternans, myocarditis and syphilitic cardiovascular disease (blood, 
positive). On Feb. 5, 1929, he entered the outpatient department with the follow- 
ing history: For the past week he had a gradually increasing rash on the hands 
and feet, which was somewhat itchy. Examination showed a typical erythema 
multiforme: violaceous, flat, slightly raised, round macules on both wrists and 
both feet, with a few leukoplakic lesions in the mouth. These rapidly cleared on 
the application of white wash externally and an alkaline mouth wash. 

On March 16, 1929, examination showed on each nail a transverse, linear break 
in the surface of the nails near the half-moon and corresponding to its location 
at the matrix at the time of onset of the attack of erythema multiforme. Distal to 
this line, the nail was normal in appearance; basally, it was rough, slightly 
thickened, soft and pink, with an exaggerated marking of the longitudinal ridges. 
On March 23, the edge was advancing at the normal rate of growth. 

Dr. AprpEL: The point to be made by presentation of this case was the effect 
of erythema multiforme on the nails. Not until I was writing out the history did 
I realize that I had not looked at the man’s toe-nails. When I came in I looked 
at them to see whether a similar process was taking place on his feet, and, much to 
my surprise, there was no such process. I think it is interesting that following a 
generalized erythema multiforme there should be a process involving the matrices 
of the nails of the hands and not those of the toes. 


A Case For Dracnosis. Presented by Dr. SwARTz. 


J. R., aged 42, married, a laster in a shoe factory, two years before presentation 
injured the lower part of one of his legs. Two weeks later the ankles swelled up. 
Since then the swelling had increased. The first spot on the leg was noticed one 
year later. The spots kept increasing in size and number. The patient was 
followed at the Boston City Hospital until Feb. 23, 1929, when he reported to the 
outpatient department of the Massachusetts General Hospital. On examination, 
he showed edema and swelling of the entire left lower extremity and a mass in the 
left groin, and scattered over the leg and two toes were discrete and confluent, 
red to violaceous, soft elevations. On aspiration, it was found that these lesions 
were connected and contained fluid only slightly blood stained. 

The Hinton test gave negative results. 

Microscopic examination showed that the lesion was an infiltrating tumor com- 
posed of endothelial cells, differentiating to form numerous small capillaries. No 
mitotic figures were seen, indicating that the lesion was a slowly growing tumor. 
One area showed the presence of the spindle type of cell. The lesion was con- 
sistent with an early stage of Kaposi’s hemorrhagic sarcoma, but the histologic 
evidence at hand was not sufficient to justify the diagnosis. The case was shown 
for diagnosis and because of the rarity of the condition. 


DISCUSSION 


Dr. Biosser: I thought that there were probably two different conditions. 
The lesion apparent on the skin I thought might be ringworm, but the whole leg 
is hard, and some type of process is evidently taking place. It had a boardlike 
hardness. Also there is a fairly large mass of glands in the groins. I should 
suggest, as a diagnosis, melanoma of possibly a nonpigmented type. 

Dr. McCartuy: I looked at the slide and it represented a new growth made 
up of capillary vessels lined up along epithelial cells. There is no question in my 
mind about its being neoplasm; just what type would have to be worked out. The 
inside part shows an accumulation of fluid that could be aspirated. I think that 
further study would probably classify this tumor. 
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Dr. Rutison: I think that this case is one of the most interesting I have 
seen in a long time. From the report of the slide there seems to be no question 
but that the patient has sarcoma and is soon going to have generalized sarcoma- 
tosis; that would possibly account for the change of the glands and the feeling 
of the lump. The fluid and absence of pigmentation seem to me remarkable. In 
New York, possibly because of the large percentage of Hebrews in the population, 
one sees a great many cases of the multiple benign idiopathic sarcoma, which, in 
its location and in its appearance, is almost typical of the condition presented, 
however, I do not remember ever seeing a case which did not show the violaceous 
pigmentation. We have had occasion to treat a number of patients with this con- 
dition and they respond readily to the roentgen rays. When the growth is 
particularly flattened out marked pigmentation is still left; at least, it almost 
always remains for a year or for years. In this case there seems to be no pig- 
mentation, and I have never seen a growth like this containing fluid and with the 
feeling of the lesions presented. 


Dr. Downtnc: Dr. Mallory made a diagnosis of endothelioma. 


Lupus ErytTHematosus. Presented by Dr. McCartuy. 


H. W., a man, aged 36, a laundry worker, had a condition of seventeen years’ 
duration; he was under treatment at the Boston City Hospital and the Massa- 
chusetts General Hospital from time to time during this time. Treatment con- 
sisted in: carbon dioxide; red mercuric iodide, 0.1 grain (0.006 Gm.) (injections), 
and from thirty to forty treatments with the Kromayer ultraviolet lamp. Since 
January, 1929, ten injections of a gold cornpound and sodium thiosulphate, 0.05 Gm., 
have been given at weekly intervals. 

The lesions on the face showed marked improvement, beginning promptly after 
the first injection and continuing up to the time of presentation. Examination 
revealed typical butterfly, erythematous lesions with scarring of lupus erythematosus. 

The case was shown because of the especially marked response to therapy with 
a gold compound in a chronic case of lupus erythematosus. 


TUBERCULOUS ADENITIS. Presented by Dr. BOARDMAN. 


G. M., aged 34, unmarried, an American printer, eleven months prior to pre- 
sentation had a swelling in the right axilla. The diagnosis of axillary abscess was 
made, and the abscess was opened in June, 1928. It was kept dressed until 
December, when it required further operative treatment. 

The Wassermann reaction was negative. Biopsy showed tuberculosis. The 
diagnosis of tuberculous adenitis was made. 


DISCUSSION 


Dr. Cummincs: In looking at the patient presented by Dr. McCarthy, I 
noticed that no mention was made of any search for focal infection. I asked if 
she had had roentgen treatment for the conditions of the teeth and throat, and she 
said not. Examination of the teeth disclosed that she had a number of gold caps 
and much bridge work; evidently a lot of other work had been done on the teeth 
also. I think that it would be interesting if a roentgenogram of the teeth were made. 

Dr. BoarpMAN: I think that this woman is a good example of the new methods 
of treatment, and one should not lose sight of the old-time way of treating. This 
woman has been treated with a number of various kinds of remedies, a gold com- 
pound, radium, electrodesiccation, etc., and now she shows the best cosmetic picture 
of what was obtained when old-fashioned snow was used. I feel that in most of 
these cases one would do better by going back to the treatment with snow and 
discarding the treatment with gold compounds. 

Dr. Coves: In regard to the patient with tuberculosis presented by Dr. 
Boardman, I think that the history shows that this process has been going on for 
some time. I wonder if a small incision and adequate surgical intervention would 
not cure the patient. 
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Dr. BoaRpMAN: He has just come from the hospital. I have seen him only 
once. He was sent here because it was thought that treatments with light might 
help. I showed him only because the case was interesting and rather unusual. I 
have not considered surgical intervention; it might be well to do so. 

Dr. McCartuy: In regard to the patient with lupus, she has been visiting 
various hospitals for seventeen years and also has been under examination for focal 
infection which was not picked up there. She happens to work in this institution, 
and the nearer one gets to the institution, the less examination one gets. I showed 
the case because of the striking and prompt response following therapy with a 
gold compound. The change has been remarkable in two months, and I am going 
to continue the administration of the gold compound until the condition clears up. 


Dr. StanpisH: I should like to take issue with the statement that a gold 
compound is not satisfactory in lupus. I was in New York in 1925, and I have in 
mind the case of a well known actress who had been treated with carbon dioxide 
snow and radium. She had been under treatment for about eight or nine years, 
and then began to receive a gold compound; she had about fifty injections before 
she showed much improvement. She had several reactions; treatments were begun 
again cautiously, and afterward she received 100. Now she has gone back to the 
stage, and the only difficulty is the result of the scars from the carbon dioxide 
snow. 


BROOKLYN DERMATOLOGICAL SOCIETY 
Meeting, April 15, 1929 
W. H. Best, M.D., Presiding 


Hyproa AESTIVALE AND SCLERODERMA. Presented by Dr. Skeer. 


B. H., a girl, aged 6 years, born in the United States, came to the Brooklyn 
Jewish Hospital Dispensary complaining of stiffness of the face. This condition 
was first noticed by the mother two: weeks previous to presentation. 

In June, 1926, the patient had an eruption of vesicles and papules on both 
upper and lower extremities, which had recurred each summer for two years. 

She presented numerous purplish spots, the size of a pea, some of which were 
slightly raised and indurated, others atrophic. There were several lesions which 
were crusted and vesicular. The lesions were situated on the arms, forearms, 
back of the hands and legs. These lesions recurred every summer and were pre- 
ceded by sensations of burning and itching. 

On the scalp, forehead, both cheeks and extending down the back of the neck 
to the scapulae was a tense, hard, boardlike skin which did not wrinkle. The 
posterior surfaces of the arms and legs were also involved. 


DISCUSSION 


Dr. GrIvENTER: It looks like a case of prurigomitis. The hard papules, itching 
and location of the lesions all over the body are most suggestive of prurigomitis. 

Dr. Aspramowitz: There is no doubt about the scleroderma of the face and 
neck. As regards the eruption on the arms, legs and buttocks, I hesitate to 
accept the diagnosis of hydroa aestivale. The latter is a bullous eruption occurring 
not only on the arms and legs, but on all the exposed parts, as the ears and the 
face. In this child, I do not see any bullous lesions. She has no eruption on the 
face, excepting an occasional papule. However, that would not exclude summer 
prurigo. Another point that I asked the mother was if the child had become 
sunburned or whether she ever was exposed to the sun for long periods of time, 
and she answered “Yes.” I asked her whether the eruption became worse. She 
said “No.” That would be against a summer eruption. It would be worth while 
investigating, however, whether the child has hematoporphyrinuria, which after 
all would be a deciding point in such a diagnosis. 
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Dr. Skeer: Against a diagnosis of prurigomitis is the fact that these lesions 
are not dug out, some are raised and infiltrated, while others are atrophic. There 
is no itching, except that the rash is ushered in, as it were, with mild burning 
and itching sensations, but after the lesions develop, there is no itching of any 
kind. 


A Case For DraGnosis (SARcorp?). Presented by Dr. ABRAMOWITZ. 


Mrs. Lillian T., born in the United States, aged 30, from the Israel Zion 
Hospital, had one healthy child, 5 years old. The patient presented a scar on the 
right side of the neck from an adenitis when a child. She complained of an 
occasional sore throat. The eruption was located on the outer side of the knees, 
and began about two months before presentation. On the outer side of the right 
knee, there was a lesion, the size of a palm, with a livid red, infiltrated border 
about one-half inch (1.27 cm.) wide. The center of the lesion was clear and 
entirely normal. A similar infiltrated but linear patch was present on the outer 
side of the left knee. There was no history of drug taking. The lesions resem- 
bled phlebitis, but were not tender. Some parts of the involved skin were thick- 
ened as in scleroderma. 

DISCUSSION 

Dr. GIvENTER: [| should like to ask Dr. Abramowitz if there is any evidence 

of tuberculosis in the system, as is usually found in Darier-Roussy sarcoid. 


Dr. Best: The evidence of systemic tuberculosis is usually an exception 
rather than the rule. 


Dr. AsrAmMowitTz: I do not think that we should lay too much stress on the 
general physique in these cases, because many patients with typical sarcoids appear 
robust and on careful examination show no evidence of tuberculosis. 


Dr. Cuarcin: Is there a history of taking bromides? This is remotely sug- 
gested in the case. I think that the diagnosis can be definitely established only 
by biopsy. We can apparently dismiss scleroderma. The question is, are we 
dealing with a type of sarcoid? The lesions in this case are not exactly in the 
location in which sarcoids are usually observed, although sarcoids are at times 
seen on the lower extremities. The point that seems to speak against sarcoid is 
the course of the disease. The patient says that the lesions first appear as 
“lumps,” at first red, then go through a process of changing color, to blue, 
greenish, then desquamate and finally disappear. This hardly fits with sarcoid. 


Dr. ABRAMOowITz: What do you mean by evidence, clinical or laboratory? 
Were any tuberculin tests done? You cannot exclude tuberculosis unless these. 
tests were done. A drug eruption can be definitely excluded. Besides she has 
not been taking medicine for a few months. She presents a scar from a tuber- 
culous adenitis which she had as a child. 


A Case ror D1taGNosts (VerrRuCcA?). Presented by Dr. SKEER. 


M. M., a woman, aged 43, born in the United States, who came to the clinic 
of the Brooklyn Jewish Hospital, presented numerous hyperkeratotic lesions, vary- 
ing in size from that of a pinhead to that of a split pea, on both legs. Some of 
the lesions were of a waxy, translucent appearance and varied from yellow to 
brown. When the plug was removed a crater-like depression remained. 

On the left leg was a large brown lesion, 4 by 6 cm., which had been there 
for twelve years following a fall. 

On the face, neck and shoulders were small spinous lesions, some of which 
showed a brown or black extremity. 


DISCUSSION 


Dr. AsrAmowi!tTz: I think that the lesions on the neck are ordinary filiform 
warts. The lesions on the legs are probably due to dirt, and the verrucous lesions 
that Dr. Skeer describes might be eczema. 
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Dr. Watzer: The lesions on the legs are not keratotic, they are dried up 
vesicles or pustules. They are simply crusts, and if removed, a pinkish skin is 
noted, with no ulceration or scarring. It is not dirt. 


A Case For DiaGNosis (Lupus EryTHeMaTosus?). Presented by Dr. CHARGIN. 


G. E., a man, aged 25, single, a lineman, had always enjoyed good health. He 
presented an eruption of one year’s duration which developed simultaneously on 
both ears. He thought that it followed a frostbite. It was limited to the ears 
for the first nine months, and then the process appeared on other parts of the 
face as follows: in front of the ears, on the chin, under the chin and on the neck. 
The lesions were identical in character in all the affected areas. The skin was 
intensely red and fairly scaly. The scales were lamellar for the most part. The 
patches varied in size from 1 by % inch to smaller areas about the size of a pea. 
There were about ten lesions. They were sharply outlined and were neither 
raised above nor depressed below the level of the normal skin. There was no 
atrophy. There were burning and occasional itching. 


DISCUSSION 


Dr. Giventer: I think that the condition is lupus pernio, because he gives a 
history of having had frostbite. 

Dr. AsRAMOWITzZ: Why cannot the condition be lupus erythematosus? Why 
is it necessary to have all the symptoms such as scale, atrophy and other features? 
There are three cardinal points in lupus erythematosus: (1) erythema, (2) scales 
and (3) atrophy. The patch on the left mastoid region is in the edematous stage. 
The other lesions show persistent erythema, with fine telangiectatic areas. There 
is no atrophy as the lesions are not old enough. I also want to call attention to 
the involvement of the upper eyelids, which is the characteristic location of this 
particular type (telangiectatic) of lupus erythematosus. 

Dr. Watzer: The only connection this case shows to lupus erythematosus is 
the fact that it occurs on the face and has erythema. If these patches were on 
any other part of the body, no one would even suspect lupus. The lesions show 
pure erythema, sharply outlined, which disappears under pressure. Unless atrophy 
is present, and the duration of the disease is long enough to show some atrophy, 
a diagnosis of lupus cannot be made. The eruption is suggestive of dermatitis 
medicamentosa. 

Dr. CHarcGin: Dr. Abramowitz has excellently summarized the various points 
in the case which favor the diagnosis of lupus erythematosus. While I am not 
willing to make this definite diagnosis, I cannot fit the clinical condition into any 
other. The lack of atrophy is striking in this case, but it must be remembered 
that lupus erythematosus may go on for a long time without producing atrophy. 
Unusual in this case, are the size and large amount of scales present on the ears. 
I have never observed this type of scaling in this disease. The redness, which is 
deep, is not of the type observed in lupus erythematosus. I propose to treat this 
patient with a gold compound and if the response is favorable, we shall have to 
accept the diagnosis of lupus erythematosus. 


Raynaup’s Disease. Presented by Dr. WaLzer. 


F. S.. a woman, aged 39, married, had five children. There was nothing in 
the past history of any importance. She presented a condition of two years’ dura- 
tion which began with itching on the chest and arms. The skin had darkened at 
the same time. Dermographism was pronounced over the entire body. Scattered 
over the body were numerous white patches. These patches varied in size from 
that of the palm to that of almost the whole back. These white lesions were 
always noted between the hair follicles, which were not involved, and stood out 
prominently as a pigmented point with a hair surrounded by a white area. In 
many locations, the white spots were definitely atrophic. Both hands were colder 
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than normal. On the right hand, the index, middle and fourth fingers showed 
trophic changes of the nail and healed ulcers at the tips of the fingers. The toes 
showed circulatory disturbances. 

DISCUSSION 


Dr. ApramMowi1Tz: I look on the pigmentation on the body as due to arsenic. 
To uphold this diagnosis, is the fact that symptoms of Raynaud’s disease have 
been described in connection with arsenical intoxication. In the reports of the 
Salvarsan Committee of Great Britain (1922), there are three different cases of 
arsenical rash cited which were accompanied not only with Raynaud’s asphyxia 
but in one case with actual Raynaud’s gangrene. It is important that the arsenical 
factor be investigated in this case, even though there is no history of arsenical 
medication recently. 

Dr. Watzer: Arsenical poisoning may be associated with Raynaud’s disease ; 
in fact, Raynaud’s disease has been described associated with lupus erythematosus, 
urticaria, dermatitis herpetiformis and other diseases. This does not mean that 
the common factor is responsible for both. The patient has been under our care 
for about a year and has received no arsenic. The patient is also certain that the 
white spots and the pigmentations came at the same time. The fact that she has 
Raynaud’s disease does not mean that she has taken arsenic, especially since the 
Raynaud’s disease is only of six months’ duration and the other condition is of 
one year’s duration. 


MANHATTAN DERMATOLOGICAL SOCIETY 
Davip L. SATENSTEIN, M.D., Secretary 
Meeting, April-May, 1929 
M. B. Parounaaian, M.D., Chairman 


Nevus PiGMENTOsus. Presented by Dr. WErtss. 


M. D., a boy, aged 10, had a pigmented mole of the left side of the face, for 
which he had been presented before the society two years previously. The con- 
sensus was that the mole should be let alone. 

At the time of the second presentation, the lesion showed signs of resolution. 
There was less color and considerable scarring or fibrosis. The patient was pre- 
sented for therapeutic suggestions. 


DISCUSSION 


Dr. SATENSTEIN: The margin of the lesion seemed to show some scar tissue. 
Dr. Weiss tells us that resolution was spontaneous. I gained the impression that 
improvement was due to treatment. We do know that in some cases of melanoma 
there is an increase of connective tissue. It remains quiescent for some time and 
then goes on to melanofibrosarcoma, always as a malignant process. 

Dr. MacKee: While it is conceivable that the lesion is improving because 
of spontaneous degeneration and fibrosis, I agree with the last speaker that the 
appearance is suggestive of resolution subsequent to the use of some destructive 
agent such as solid carbon dioxide. 

Dr. Gitmour: What would be Dr. MacKee’s treatment? 

Dr. MacKee: There is no evidence of malignancy at present. In fact, the 
lesion looks perfectly benign. If the patient can be trusted to leave the lesion 
alone I should at least want to see it every few months so as to observe the trend. 
At the slightest sign of danger I should make a radical surgical excision. 

Dr. ANDREws: I always feel that these moles should be excised, although 
the usual advice is to leave them alone. I do not see any reason for waiting. It 
should be excised widely now. I think that it should be removed with a margin 
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outside of the lesion at least as wide as the diameter of the lesion. One would 
obtain a good cosmetic result. Removal would not increase the danger of spreading 
and might prevent further spreading. 


Dr. MacKee: I agree with Dr. Andrews in this particular case for the 
following reasons: To me the lesion looks less dangerous now than when the 
patient was previously presented. The lesion seems to have improved, either 
spontaneously or as a result of treatment. However, the clinical appearance may 
be deceptive in a lesion of this nature. While I think that it is perfectly safe to 
leave this lesion alone and keep it under observation, I believe that it is still 
safer to destroy it, because the patient is unlikely to remain under observation and 
he is unlikely to leave it alone. He is more likely to let various physicians try 
therapeutic measures that are dangerous because they do not destroy the lesion 
completely and quickly. I am in favor of surgical excision. 


Dr. Gitmour: I think that surgical intervention will be the best thing, as 
Dr. MacKee says. After five years the scar will not be conspicuous. 


Dr. MacKee: While it is important to make a sufficiently wide excision it is 
equally important to go down to the muscle and to have the lines of incision extend 
directly downward or, better still, slant outward. General surgeons tend to cut 
too close and to make the excision too shallow; furthermore, the incision is likely 
to slant inward so that a somewhat triangular piece of tissue is removed with the 
apex below. If there is an apex, it should be above. In a sharply marginated 
lesion of this kind, cells are not found very far from the margin, but they often 
follow the nerves and blood vessels down into the fat, and this downward pro- 
gression may be in the shape of a fan. 

Dr. ParouNaGIAN: Would you recommend ordinary surgical excision or 
surgical diathermy ? 

Dr. MacKee: In this case, in which the lesion is suitably located and of suit- 
able size for surgical intervention, I prefer surgical excision. When there is any 
doubt about ability to remove completely the lesion by excision because of size 
or location, I prefer surgical diathermy. Radium is capable of curing melanoma. 
I have obtained permanent cure in a number of cases in this way, and there are 
a large number of instances recorded in the literature, but the method is unreliable 
and is suitable only in selected cases. 


Mycosis FUNGOIDES. 


Presented by Dr. PAROUNAGIAN. 


P. C., aged 35, an Italian, gave a history of having had a chancre fourteen 
years previously, He had received a few intramuscular injections and no other 
treatment. About four years thereafter, a generalized erythematous eruption 
appeared which had never disappeared but had gradually increased. Itching had 
been intense. Two months before being presented he had consulted a private 
physician who administered five intravenous injections (presumably arsphenamine) 
which had not altered the rash but on the contrary the itching had become more 
pronounced. The patient said that two months thereafter a number of blisters 
appeared on the fingers, toes and palms which suggested the possibility of derma- 
tophytosis, in addition to his main complaint. The lesions consisted of large, 
erythematous patches of various sizes involving most of the body; they were 
dark red, some more elevated than others. Some of the lesions were slightly 
scaly and edematous. 

On March 25, 1929, the Wassermann reaction was negative. 


DISCUSSION 


Dr. MacKee: The longevity of these patients is interesting. Most patients 
afflicted with mycosis fungoides die within five or ten ycars, some in two or 
three years. I believe that English dermatologists have recorded the cases of 
several patients who lived for eighteen or twenty years. I now record the case 
of a patient who has just died of pneumonia. He was over 70 years of age. I 
first saw him seventeen years ago, at which time he had a generalized eruption 
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consisting of infiltrated, pruritic plaques. He had had several similar attacks 
during the previous ten years and had been treated by G. H. Fox, Howard Fox and 
the late Dr. Fordyce. Curiously, he has remained in my hands ever since. Fortu- 
nately, his recurrent eruptions have been always exceptionally amenable to roent- 
gen treatment. The generalized eruption seventeen years ago was the last attack 
of this type. Each year or two since then the patient has developed two or three 
very small tumors which, until recently, have disappeared as a result of a single 
dose of the roentgen rays consisting of three-fourths skin unit infiltrated. During 
the past few years, the tumors have been more stubborn, requiring two or more 
erythema doses of filtered irradiation. The point to be emphasized is that the 
patient has remained alive and in comfort for about twenty-five years. It has been 
a comparatively benign case but it is doubtful if he would have lived very long if 
it had not been for the roentgen treatment. It is worth noting that this patient 
has had tumors for at least fifteen years. Patients usually die within a few years 
after the beginning of the tumor stage. 

Dr. FRASER: My impression is that a case of mycosis fungoides having a 
duration of thirty-five years has been reported in the English literature. 


Lupus ErytHeMATosus. Presented by Dr. PAROUNAGIAN. 


J. G., aged 36, an American negro, presented a patch of lupus erythematosus, 
the size of a palm, on the left cheek, the duration of which was six months. The 
lesion was circular, about 2 inches (5 cm.) in diameter and was markedly scaly 
and pruritic. It had begun as a small papule which had gradually increased in 
size. There were a few discrete, small papules adjoining the large patch. He gave 
no history of venereal infections, and the Wassermann reaction was negative on 
March 19, 1929. 

DISCUSSION 

Dr. SATENSTEIN: I understand that there has been no treatment. The center 
of the lesion was distinct scar tissue, at the margin strong hairs were growing and 
outside of that there were scaly lesions. Lupoid sycosis, while closely related to 
lupus erythematosus, produces scar tissue, while lupus erythematosus produces 
atrophy. I should call this condition lupoid sycosis. 

Dr. MacKee: I am unable to make a definite clinical diagnosis but I think 
that it is a case of lupus erythematosus because of the atrophy, color, edema, 
adherent scales and telangiectasia. 

Dr. Mount: My tentative diagnosis is lupus erythematosus. 

Dr. Fraser: I favor the diagnosis of lupus erythematosus for the reasons 
Dr. MacKee has given. An additional reason is the duration of the lesions. The 
lupoid sycosis lesion develops more slowly. 

Dr. OvuLMANN: I think that lupus vulgaris has to be considered. I removed 
some of the scales and certainly there was very soft tissue under them which was 
bleeding easily. 

Dr. AnpREws: I saw Dr. Oulmann remove quite large scales, and saw no 
pustules. I concur with the diagnosis of lupus erythematosus on account of the 
atrophic scarring, telangiectasia and duration, which is an important point. 

Dr. Grrmour: I saw one hair pierced by a small pustule, but in spite of that 
I favor a diagnosis of lupus erythematosus. 

Dr. MacKee: In this case the typical symptoms of each disease are lacking, 
hence the difficulty of establishing a definite clinical diagnosis. However, I think 
that the manifestations are more in favor of lupus erythematosus than of ulerythema 
sycosiforme. The latter disease spreads slowly by peripheral extension. At the 
margin there should be a pustular folliculitis. The center should show a cicatrix. 
The appearance should be that of folliculitis decalvans. In this case there is a 
comparatively rapid development. The lesion looks somewhat serpiginous because 
the center is undergoing atrophy. The scales do not look adherent, but they are 
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adherent and cannot be removed without causing hemorrhage. The center of the 
lesion, in addition to atrophy, shows edema and telangiectasia. I hope that it will 
be possible to obtain a biopsy. . 

SUBSEQUENT REPORT: A microscopic examination by Dr. Symmers of Bellevue 
Hospital Laboratory revealed: The tissue showed considerable overgrowth of 
scar tissue embedded in which were numbers of hyperplastic hair follicles, the 
latter surrounded by rich numbers of cells, most of which were of lymphocytic 
type. There were no histologic indications of abscess formation. In addition to 
the hyperplastic hair follicles, numbers of slightly dilated sweat glands were 
present. 

DISCUSSION 


Dr. Howarp Fox: I favor the diagnosis of lupus erythematosus rather than 
that of lupoid sycosis. 

Dr. Fraser: I should like to see a slide of the lesion before expressing an 
opinion. 

Dr. MacKee: I think that the histologic report can be disregarded in this 
case because of incompleteness. We must depend on the clinical observations. I 
think that it is lupus erythematosus. 


DERMATOPHYTOsSIS. Presented by Dr. Gi_mMour. 


M. W., a woman, aged 60, single, a machine operator (making overalls), said 
that the palms and soles had been scaly, cracked and thickened for six months, the 
right hand being more affected than the left. The soles were similarly affected 
but more thickening was seen in the palms. The trunk and extremities showed 
erythematous plaques from the size of a dime to that of a half dollar. Some 
remained pigmented on pressure. They did not itch. The patient said that she 
often came from work with dye of the overalls on her hands. She had taken 
drugs containing phenolphthalein quite regularly. The skin of the entire body 
was dry and slightly scaly (mild ichthyosis). 


DISCUSSION 


Dr. ANDREws: I thought that the patient had two conditions, i. e., dermatitis 
venenata of the hands of long duration and a recent outbreak of spots on the body, 
of which I am not sure of the diagnosis. Most likely the segmentally arranged 
oval spots, the definite crinkling in the center and the faun color represent 
pityriasis rosea. There was nothing on the head or face. I could not conceive 
of eczema of that distribution. 

Dr. OuLMANN: I agree with the diagnosis of dermatophytosis of the hands 
and feet. 

Dr. Wise: I agree with Dr. Andrews as to the diagnosis of pityriasis rosea 
regardless of the patient’s history as to the duration of the eruption. Some of the 
lesions presented the typical faun colored center, cigaret paper crinkling, etc., 
which are characteristic. In regard to the hands and feet, I believe that the 
eruption is either dermatitis venenata or dermatophytosis. I think that the two 
diseases are independent, and that the duration of the latter is much longer than 
that of the lesions on the body. 

Dr. Etter: I agree with the previous speakers who think that the lesions on 
the body are pityriasis rosea and that those on the hands are probably 
dermatophytosis. 

Dr. ScHEER: I agree with the view expressed by Dr. Wise as to the eruption 
on the palms and soles. I cannot agree with him on the rest of the eruption. Over 
the sternal region is a large patch about 5 inches (15.24 cm.) in diameter which is 
pale red and has greasy scales and which I consider to be seborrheic eczema 
typical as to both morphology and location. The other smaller patches are, if 
pityriasis rosea, atypical in appearance and location and seem to me to be rather 
eczema seborrhoicum. 
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Dr. Mount: I think that there is still another condition one should consider, 
which only time can give the answer to, i. e., parapsoriasis. As to the palms and 
plantar eruption, I think that it is either dermatitis venenata or dermatophytosis. 

Dr. MacKee: I do not think that the eruption on the body is pityriasis rosea. 
The eruption is too generalized, many of the lesions are too large, some are too 
edematous and none is annular after having existed for six months. Furthermore, 
there is not sufficient exfoliation, and the color is not rose red at the margin and 
yellow in the center. The lesions are no more wrinkled than is the patient's 
normal skin. 

In this patient the fact that there is an eczematous eruption on the hands and 
feet would tend to rule out dermatitis venenata, although this diagnostic possibility 
should receive greater consideration than we are giving it. 

It is possible that the eczema of the hands and feet may be due to fungi- 
dermatophytosis. If this proves to be a fact, then it is possible that the entire 
eruption may be dermatophytosis or dermatophytid. The clinical appearance is not 
against the possibility. 

Phenolphthalein is capable of affecting an eruption of eczematous type, there- 
fore dermatitis medicamentosa must be excluded. The eruption is too active for 
parapsoriasis. 

Dr. Gitmour: I saw this case this afternoon in the daylight for a short time, 
and I told the students that it was one of the cases in which one could not make 
a diagnosis immediately. What I thought of mostly was a drug eruption or para- 
psoriasis, but I did not think that it was pityriasis rosea. The apparent scaling 
which I saw I thought was due to the fact that this woman has a skin which is 
xerodermatous. I could not get the pigmentation out of some areas on pressure. 
My tentative diagnosis is drug eruption. 


EczeEMA MARGINATUM. Presented by Dr. OULMANN. 


A woman, aged 26, had had an eruption for five weeks on the extensor surfaces 
of the upper third of both thighs. There were no lesions in the crural region, 
and none in the pubic region or on the abdomen. The lesion started as tiny 
infiltrated papules with slight itching. The largest lesion was the size of a dollar, 
bright red and slightly infiltrated. The center faded and showed a light pinkish, 
slightly scaly surface which was flat. Scrapings showed fungi. 


DISCUSSION 


Dr. Rosen: I suggest the diagnosis of tinea circinata. The location of the 
lesions and their size, character and distribution would tend to conform with the 
picture of tinea circinata rather than that of tinea cruris. 

Dr. ScHEER: I consider this condition tinea circinata. 

Dr. Wise: I agree with the diagnosis as presented. 

Dr. Fraser: I believe that this is an early case of tinea cruris. 

Dr. MacKee: The eruption is on the anterior and externa! surfaces of the 
thigh. There is no eruption in the crural region. For this reason I oppose the 
diagnosis of tinea cruris or of eczema marginatum, whether or not the two are used 
as synonyms. The eruption is not eczematized and it is annular. It seems as 
though the diagnosis of tinea circinata would be correct. 

Dr. PAROUNAGIAN: I agree with Dr. MacKee. I think that the condition is 
tinea circinata. 

Dr. OuLMANN: Tinea cruris, according to the Latin derivation, means from 
the ankles to the pubic region. I presented the case because it is such an early 
one and because the expression, eczema marginatum, used only lately again in 
Jadassohn’s book, is regarded here as obsolete. 

Dr. Howarp Fox: From my experience, I should say that tinea cruris is 
decidedly uncommon in women in this country. 
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LaTE SYPHILID. Presented by Dr. Rosen. 


Y. L., a man, aged 25, born in China, had been admitted to the skin clinic of 
the New York Post-Graduate Hospital on March 18, 1929. He was hastily 
presented at the last meeting of the society but the case was not reported in the 
transactions. At that time the diagnosis was disputed. There were three large 
sharply defined patches, one over the nose and one over each cheek. These were 
bluish red with exudation and adherent scales. The border was distinctly raised 
and infiltrated. There was considerable pigmentation. The heart and lungs were 
normal. Neurologic examination elicited no abnormalities. On March 18, the 
Wassermann and Kahn tests gave negative results. On April 29, they again gave 
negative results. From April 3 to 26, the patient received three injections of 
neoarsphenamine and four of bismuth. On April 19, the infiltration began to 
disappear and by April 23, considerable improvement was noted. By April 26, 
the lesions on the cheek had flattened out except for a small band beneath the right 
eye. 
The microscopic appearance was suggestive of late syphilis, but was not typical 
(Dr. Satenstein). 


DISCUSSION 


Dr. Etter: Considering the pathologic diagnosis and the great improvement 
shown with antisyphilitic therapeutic measures, I should be inclined to agree with 
the diagnosis of tertiary syphilis. A month ago I thought that it was lupus 
erythematosus. 

Dr. MacKee: Dr. Rosen has presented conclusive evidence in favor of his 
contention and I think that it may be said that he has proved his case. While 
we are frequently compelled to rely on the so-called therapeutic test, and it is 
certainly a most useful diagnostic procedure, at the same time, to be of real 
value the results must be carefully interpreted. If a lesion or an eruption dis- 
appears promptly as a result of intensive antisyphilitic therapy, the evidence is fairly 
conclusive. If, on the other hand, resolution is slow, then the evidence in favor 
of syphilis is not sufficient. The heavy metals such as mercury, bismuth, gold 
compounds and arsenic, especially when given frequently in large doses, may at 
times produce a fairly rapid improvement in certain types of tuberculosis, such 
as lupus vulgaris and lupus erythematosus. 

Dr. Howarp Fox: I agree with Dr. MacKee in not feeling entirely satisfied 
that this is a case of syphilis on account of the slow improvement. I do not think 
that the eruption has entirely cleared up. I do, however, disagree with Dr. MacKee 
about the value of therapeutic tests for syphilis. 

Dr. WIsE: Would the luetin test be of any value in this case? 

Dr. SCHEER: From time to time, I have come across reports of cases of lupus 
erythematosus benefited by arsphenamine. Perhaps the authors were unknowingly 
dealing with this peculiar type of syphilis. The therapeutic test is not always 
reliable. When the case was previously presented the cheeks and nose on both 
sides were involved with a nodular, nonulcerating type of syphilis. The patient 
had applied local irritants which somewhat masked the clinical picture. To my 
mind, the only reason for the diagnosis of lupus erythematosus was the location. 
The pathologic examination rules out lupus erythematosus and confirms the diag- 
nosis of syphilis. 

Examination reveals pigmentation and scarring which follow the involution 
of any deep-seated skin disease. The entire affected area has cleared with the 
exception of one or two lesions, the size of a pea, which are rapidly disappearing. 
The Wassermann reaction has never been positive 

Dr. PAROUNAGIAN: I had not seen this case before, but to me it appears that 
treatment has not produced the results one might expect. 


EXTENSIVE PIGMENTED Harry AND Nonuwarry NeEvr. Presented by Dr. 
SCHEER. 
S. H., a boy, aged 2% years, from the New York Post-Graduate Skin Clinic, 
had had the ailment from birth. Scattered over the trunk and extremities were 
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numerous, various sized, flat, pigmented moles which were from light to dark 
brown. The whole gluteal region from the middle of the back extending half way 
down the thighs and in front to the hypogastric region was a very dark brown 
pigmented area, in places showing a marked growth of hair. There were also 
irregular, infiltrated masses in both iliac regions which were tender to the touch. 
The general health seemed to be good. 


ParapsoriAsis GuTTata. Presented by Dr. SCHEER. 


Mr. A. Di P., a man, a dress operator, aged 42, married, born in Italy, was 
referred to the New York Post-Graduate Skin Clinic on April 23, 1929, for an 
eruption of eight months’ duration. The patient had been treated for four months 
with the ultraviolet ray and injections of sodium cacodylate with no effect on the 
rash. The Wassermann reaction was negative. 

The patient said that the rash first appeared on the arms and legs and soon after 
on other parts of the body; that the individual lesions came out rapidly but took 
from three to five weeks to disappear; that there was no itching, and that he was 
always in good health. 

Examination showed an eruption on all parts of the skin except the face, head, 
palms, soles and genitals. The rash was most profuse on the arms and legs, and 
least on the trunk. 

The individual lesions were all isolated and there was no grouping, the dis- 
tribution being irregular. They. consisted of small nodules or rather papules which 
were firm, varied in color from a bright to a deep brown red, were round and 
varied in size from one-sixteenth to one one-fourth inch. They did not appear scaly 
until scratched, when a white thin scale became evident. No bleeding points 
appeared. Some of the lesions showed a faint waxy or lichenoid appearance; in a 
few places (inner sides of the arms) were a few wrinkled looking spots suggesting 
possible atrophy. There were no spots of leukoderma. Dermographism was 
present. The number of lesions had been increasing (more new ones had appeared 
than old ones healed) until within the last few days before presentation when the 
patient thought that the lesions were beginning to get fewer in number (possibly 
the result of treatment). 

On May 2, 4, 9 and 11, the patient received pilocarpine muriate, 4% grain 
(0.008 Gm.) hypodermically. This was always followed by profuse sweating. 


DISCUSSION 


Dr. SCHEER: Just a few words about the nomenclature. The name dermatitis 
psoriasiformis nodularis was given by Jadassohn, who first described the disease. 
The lesions in this case are papular and not nodular. The name most commonly 
used, parapsoriasis guttata, is that given by Brocq, who puts these in the para- 
psoriasis group. Two distinct features of the disease are the resistance to therapy 
and the chronicity. There have been three forms of therapy which have been 
effective at least in some cases: (1) (Rasch) internal administration of calcium 
chloride without local therapy; (2) (Ehrmann) a combination of arsenic and the 
ultraviolet ray, the role of the arsenic being a sensitizer to the light. The patient's 
physician employed sodium cacodylate and the ultraviolet ray for four months 
without benefit. The most effective therapy was injections of pilocarpine. The 
patient says that no new lesions have come out since the pilocarpine therapy. 


DERMATITIS EXFOLIATIVA (SECONDARY). 


Presented by Dr. OULMANN. 


S. R., aged 34, an upholsterer, was first seen in February, 1928. At that time 
he gave a history of having had eczema for years. He had been treated by various 
methods, including the roentgen ray. 

When first seen, he presented a pityriasis of the scalp with small flakes. He 
had a vesiculopapular crusted dermatitis all over the body and face, with extreme 
itching and was unable to sleep. At the same time, the patient had been under 
treatment for some sinus trouble and had had an irregular temperature. The 
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skin improved at first and showed lichenification on the abdomen and at the bend of 
the elbows and knees. Ten days later, he was seen at his home. He a septic 
temperature and a dermatitis exfoliativa developed. He was thereafter in two dif- 
ferent hospitals. He had about ten or twelve suppurative glandular abscesses vary- 
ing in size up to that of an egg, which were incised. The pus revealed no bacteria. 
The blood picture was normal. A biopsy showed only inflammatory changes, no 
acanthosis and no keratosis of any amount. After leaving the hospital he was 
treated at the Bellevue Dispensary and as he showed no improvement, he went 
to Hamburg and was in the clinic of the late Professor Unna for five months. At 
all times the patient showed nothing other than an inflammatory condition. There 
was no endocrine disturbance. At one time there were eosinophilia and slight 
leukocytosis. Microscopic examination of tissue showed edema of the stratum 
spinosum with tissue destruction at some places, not warranted by the amount of 
edema. The papillary part showed dilatation of the blood vessels with slight 
edema. The cutis contained a large amount of plasma cells around the dilated 
vessels. There was a large amount of pigment in the cutis and pars papillaris 
When the patient left the clinic he was much improved, but his condition soon 
became worse. The diagnosis made in Europe was the same as that made here, 
i. e., dermatitis exfoliativa following a generalized seborrheic dermatitis. 

When the patient returned, he showed seborrheic dermatitis of the dry type in 
patches over the trunk, with slightly keratotic papules all over the trunk and 
oozing lesions of the face, especially of the ears, with follicular eruptions between 
and a follicular eczema of the arms and back of the hands. The palms had never 
been affected ; the scalp showed the same small flaked pityriasis as seen before. The 
itching was extreme, and the patient was unable to sleep. Under treatment with 
salicylic acid and Lassar’s resorcinol paste, the keratotic papules flattened down, 
but started to ooze. The histologic picture showed dilatation of the sweat glands 
but no changes of or around the sebaceous glands. 


DISCUSSION 


Dr. Howarp Fox: I saw the patient in my clinic some time ago and as far 
as I recall, he looks about the same as when I first saw him. At that time the 
eruption was not an ordinary eczema but a dry generalized dermatitis with a 
certain amount of papillary elevation. Later, he was in my service in Bellevue 
Hospita! for about two weeks. All the laboratory observations were negative. 
Histologic examination of one piece of tissue showed only simple inflammatory 
reaction. There was nothing to suggest mycosis fungoides. The blood chemistry, 
the blood count, etc., were normal. There was no clue to the cause of the eruption. 


Dr. ABRAMOWITZz: I saw the patient a year ago in my office and I remember 
the extreme pigmentation that he presented at that time. It is considerably less, 
but practically the same exudation and exfoliation that he shows now were present 
then. 
Such a dermatitis may well occur from continuous contact with some external 
irritant. I reported such a case which I proved was due to the household use of 

pyrethrum insect powder (The Systemic Treatment of Skin Diseases, New York 
State J. Med. 27:877 [Aug. 15] 1927). 


LicHEN PLANUS OF THE LecGs AND Patms. Presented by Dr. PAROUNAGIAN. 


Mrs. B., aged 40, had been admitted to the Bellevue Hospital clinic on March 
13, 1929. She presented a violaceous shining and intensely pruritic eruption on 
the lower extremities and an eczematous patch on the dorsum of the right foot. 
The duration of the disease was said to have been over eleven years. At times it 
showed some improvement and then again became worse. On admission the 
Wassermann reaction was negative. Shortly after coming to the Bellevue Clinic 
she developed hard callous-like bands on both palms which itched intensely. 
Because the patient had lesions of lichen planus on both extremities, the presenter 
was inclined to regard the palmar lesions of the same nature. 
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DISCUSSION 


Dr. Etter: I should be more inclined to consider this a case of inveterate 
psoriasis. 

Dr. MacKeEeE: It is difficult to make a diagnosis of an eruption that has under- 
gone involution and that has received considerable treatment. The eruption, 
with the exception of a slight violaceous color, does not look like lichen planus. 
It is scaly and there are no papules. There is a history of previous lesions on 
the scalp, the elbows and behind the ears. The possibility of psoriasis should be 
considered, but I should not care to rule out lichen planus or lichenified eczema 
without further study. 

Dr. Gumour: I rather thought of the lesion on the leg as being chronic 
eczema, the blue color having been due to the fact that there were a great many 
small varicose veins. I could see nothing that was psoriasis. 

Dr. OuLMANN: The lesions in the skin over the knee and tibia show atrophic- 
like depressions, which I never saw in psoriatic lesions. I, therefore, am inclined 
to agree with the presenter, but would advise further study of the case. 


Dr. Howarp Fox: Has the patient had scales looking like psoriasis at any 
time? This is certainly not a cleancut case of either psoriasis or lichen planus. 
There were some zigzag patches on the knee which appeared to suggest an 
atrophic lichen planus. Whether this will prove to be the correct diagnosis or 
whether the lesions are simply lichenified eczema, I do not know. 


Dr. SATENSTEIN: I am inclined to favor the diagnosis that Dr. Fox made, 
especially for the lesions on the lower extremities. The lesions on the palms 
do not even suggest lichen planus. Lichen planus of the palms always gives the 
impression of deep-seated vesicles. There is nothing like that in this case. I 
saw nothing positive of psoriasis. 

Dr. PAROUNAGIAN: I have seen the patient on the average of once a week 
since March. If you had seen here in the daylight, I do not think that any one 
would dispute the diagnosis of lichen planus, but I will make a biopsy and have 
Dr. Satenstein report the observations in October. 

The patient did not present a single lesion on any part of the body to suggest 
psoriasis. Since presentation, she said that she had been to the Skin and Cancer 
Hospital and the University and Bellevue Hospital skin clinic where lichen planus 
was the diagnosis made. 


EryTHEMA INDURATUM. Presented by Dr. ANpbREws. 


A colored woman presented deep nodular lesions on all aspects of the lower 
extremities of one month’s duration which were definitely painful. Some of the 
lesions had disappeared, leaving some discoloration. 


DISCUSSION 


Dr. MacKee: An immediate clinical diagnosis in.this case is difficult. If 
the history is correct, the short duration with rapid evolution and involution and 
the sensitiveness of the lesions are in favor of erythema nodosum rather than 
erythema induratufn. It may, however, be the latter. The nodular type of 
iododerma should be excluded. 

Dr. Ever: I think that this is a case of erythema nodosum, both on account 
of the short duration and because of the painfulness of the lesions. I think that 
the lesions which are not painful are those undergoing involution. I do not 
think that this is a case of periphleblitis nodularis necrotisans or erythema 
induratum. 

Dr. ABramowiTz: I recently read a monograph on erythema nodosum by 
Summes. He believes that dermatologists are calling cases erythema nodosum that 
are in reality something else. He thinks that erythema nodosum is a typical 
disease starting with premonitory signs of fever, systemic symptoms and causing 
the patient to be incapacitated. He comes to the conclusion that the majority of 
cases of erythema nodosum are of tuberculous origin. 
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Dr. MacKee: Regarding the rapid evolution and involution, the patient 
has had the eruption for a month; some of the lesions have disappeared and 
left pigment. One month is extremely rapid for erythema induratum or for any 
tuberculous process. 

Dr. Howarp Fox: This shows the difficulty in diagnosis between erythema 
induratum and erythema nodosum. Both diseases occur in adolescent females and’ 
both occur bilaterally on the legs. In erythema nodosum the lesions are more 
often seen on the anterior surface. In this case they were on both the posterior 
and the anterior aspect of the legs. From the acute onset, the short duration of the 
disease, the absence of any tendency to ulcerate and the presence of some tender- 
ness, I should favor the diagnosis of erythema nodosum. 


Sypuiuitic Orcuitis. Presented by Dr. PAaRouNAGIAN. 


M. C., a colored man, aged 29, had been referred to the skin clinic from the 
genito-urinary service of Bellevue Hospital on the day of presentation because 
of a 3 plus Wassermann reaction. His history was negative for gonorrhea, syphi- 
lis or trauma. About six weeks before presentation, the left testis began to 
swell. There was no pain and there were no signs of inflammation. The affected 
organ was about three times as large as the right testis. It was indurated and 
not sensitive to the touch. He was started on antisyphilitic treatment immediately. 


GRANULOMA INGUINALE. Presented by Dr. PAROUNAGIAN. 


J. B., aged 24, an American negro, was referred to the Bellevue Clinic on 
~ Feb. 14, 1929. The Wassermann reaction was 4 plus. He had marked ulceration 
of both groins, glans penis and prepuce, involving the ventral aspect of the shaft. 
The penis and scrotum were markedly swollen. He said that the duration of the 
penile lesions was two years. 

About two years prior to presentation, the penis became swollen and ulcers 
appeared in the inguinal regions. He was given intravenous injections of an 
unknown drug. The inguinal ulcerations healed, but the penis and scrotum 
remained swollen. 

Because of the 4 plus Wassermann reaction, he was given five injections of 
silver nitrate, three of neoarsphenamine and five of mercuric salicylate, which 
did not improve the condition but, on the contrary, the phimotic prepuce became 
gangrenous, for which he wes referred to the genito-urinary service, where a 
circumcision was performed. 

He was then given seven injections of tartar-emetic, which was followed by 
some improvement. 


DiscoLtorATION oF GuMsS Due To BismutH. Presented by Dr. PARouNAGIAN. 


S. J., who had a case of lupus erythematosus disseminatus, had been pre- 
sented before the society in February, 1929. The patient was presented again to 
show the bluish discoloration caused by six injections of colloidal bismuth from 
March 26 to April 16, 1929. The lupus erythematosus lesions were noticeably 
improved. 


Keratosis Prraris (INFLAMMATORY Form). Presented by Dr. Wise. 


A. B., a boy, aged 11, applied for treatment at the skin clinic of the Post- 
Graduate Hospital on the day preceding presentation. He was thin, anemic and 
undernourished. The eruption had existed since the age of 2 years, presenting 
periods of remission and exacerbation, but the skin had not been entirely normal 
for nine years. 

The skin presented an almost universal, well defined, nutmeg grater-like 
keratosis pilaris. The condition was most prominent on the upper extremities, 
back and and abdomen, where the follicular excrescences were highly inflamed 
and pruritic. There seemed to be an urticarial element, which partly accounted 
for the itching. The case was presented chiefly on account of the highly inflam- 
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matory reaction in the follicular papules. The child was advised to receive a 
thorough physical examination, including a basal metabolism test. 


DISCUSSION 


Dr. We!ss: There is a choice of four dermatoses here, i. e., keratosis pilaris, 
‘keratosis follicularis, lichen spinulosus and congenital ichthyosis. I am inclined 
to the latter as my diagnosis in this case. 

Dr. TutipAn: I think that the diagnosis is keratosis pilaris with superim- 
posed eczema. 

Dr. ANpbrEws: I think that the patient has urticaria. He has definite swelling 
on the cheek and the urticaria might account for the generalized itching. I 
think that the inflammatory condition of the follicles is due to urticaria. I had 
a striking instance last week of generalized urticaria, in a patient subject to irri- 
tation. She was sunburned in an area exposed above the dress which was full of 
welts, but the welts were in normal skin. I did not know what it was at first. 
Finally, I found a few other wheals on the legs and in the part sunburned 
which brought out urticaria. This boy has a tendency to keratosis pilaris and | 
think that the eruption is due to urticaria which may account for the inflamma- 
tion around the follicles. 

Dr. SATENSTEIN: The patient has some congenital maldevelopment of the 
follicular apparatus. I cannot seen any superimposed eczema giving punctate 
erythema. The itching is probably due to changes in the weather. 
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Book Reviews 


THROMBO-ANGIITIS OBLITERANS. By GEORGE E. Brown, M.D., and Epcar V. 
ALLEN, M.D., Division of Medicine, Mayo Clinic, Collaborating in Pathology 
with Howarp R. MAanorner, M.D., Fellow in Surgery, The Mayo Founda- 
tion. Cloth. Price, $3.00 net. Pp. 219, with 62 illustrations. Philadelphia: 
W. B. Saunders Company, 1928. 


Buerger’s disease is none too clear an entity even in the minds of those who 
would be expected to comprehend it thoroughly, and this book should serve a 
useful purpose in spreading a clear knowledge of the disease. It, with Buerger’s 
work published in 1924, gives a sharp picture of the condition. This book is 
based on the observations of 300 cases and many of them were thoroughly studied 
in the six years between 1922 and 1927. The entire subject is considered care- 
fully. There is an interesting preliminary chapter which traces the history of the 
gradual differentiations of these obscure disturbances of the circulation of the 
extremities that result in gangrene. Following that, the etiology and pathology 
are given in detail in successive chapters. Then, in succeeding chapters there is 
an extensive consideration of the clinical course of the disease, its diagnosis and 
treatment and of many collateral subjects. The book represents an extraordinarily 
extensive familiarity with the subject and the advantage which comes from the 
opportunity of having many aspects of it studied by collaborators who are 
specialists in associated fields. The attitude of the authors is temperate and con- 
servative and the suggestions for the management of the condition are characterized 
by attractive and practical common sense. Altogether the work is a valuable 
statement of an interesting and obscure subject. 
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Directory of Dermatologic Societies * 


NATIONAL DERMATOLOGIC SOCIETIES 
AMERICAN MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 


William H. Guy, Chairman, Jenkins Arcade, Pittsburgh. 
Francis E. Senear, Secretary, 55 E. Washington St., Chicago. 
Place: Detroit. Time: June 23-27, 1930. 


AMERICAN DERMATOLOGICAL ASSOCIATION 


Udo J. Wile, President, University Hospital, Ann Arbor, Mich. 
C. Guy Lane, Secretary, 416 Marlborough St., Boston. 
Place: Cleveland. Time: 1930. 


British ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 


D. King Smith, President, 122 Bloor St. West, Toronto. 
E. J. Trow, Secretary, 122 Bloor St. West, Toronto. 


LOCAL DERMATOLOGIC SOCIETIES 


Los ANGELES County MEDICAL ASSOCIATION, DERMATOLOGIC SECTION 


George F. Koetter, Chairman, 1136 W. 6th St., Los Angeles. 
H. Sutherland-Campbell, Secretary, 1936 Wilshire Blvd., Los Angeles. 


SAN FRANCISCO DERMATOLOGICAL SOCIETY 


Ernest Chipman, President, 350 Post St., San Francisco. 
H. J. Templeton, Secretary, 3115 Webster St., Oakland, Calif. 


ATLANTA DERMATOLOGICAL SOCIETY 


Howard Hailey, President, Candler Bldg., Atlanta, Ga. 
H. S. Alden, Secretary, Medical Arts Bldg., Atlanta, Ga. 


CHICAGO DERMATOLOGICAL SOCIETY 


Harry R. Foerster, President, Colby-Abbott Bldg., Milwaukee. 
E. A. Oliver, Secretary, 55 E. Washington St., Chicago. 


IowA AND WESTERN ILLINOIS DERMATOLOGICAL ASSOCIATION 


Robert E. Jameson, President, 1015 First National Bank Bldg., Davenport, Iowa. 
A. T. Leipold, Secretary, 1419% 5th Ave., Moline, Ill. 


LouIsIANA DERMATOLOGICAL SOCIETY 
M. T. Van Studdiford, Pere Marquette Bidg., New Orleans. 
Thomas A. Maxwell, Secretary-Treasurer, 1119 Union Indemnity Bldg., New 
Orleans. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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DIRECTORY 


BALTIMORE AND WASHINGTON DERMATOLOGICAL SOCIETY 


Frank J. Eichenlaub, President, 1835 Eye St., N. W., Washington, D. C. 
Leon Ginsburg, Secretary, 1800 N. Charles St., Baltimore. 


DetrROIT DERMATOLOGICAL SOCIETY 


Arthur E. Schiller, President, 10 Peterboro St., Detroit. 
William G. Schlegelmilch, Secretary-Treasurer, 7769 Grand River, Detroit. 


MINNESOTA DERMATOLOGICAL SOCIETY 


Edward C. Gager, President, 350 St. Peter St., St. Paul. 
D. D. Turnacliff, Secretary, Yeates Bldg., Minneapolis. 


St. Lourts DERMATOLOGICAL SOCIETY 


Robert H. Davis, President, Missouri Bldg., St. Louis. 
Norman Tobias, Secretary, Missouri Bldg., St, Louis. 


New ENGLAND DERMATOLOGICAL SOCIETY 


Walter T. Garfield, President, 19 Bay State Rd., Boston. 
Rudolph Jacoby, Secretary, 270 Commonwealth Ave., Boston. 


DERMATOLOGICAL SOCIETY 


BRONX 


George Spinner, Chairman, 811 Cauldwell Ave., Bronx, N. Y. 
Ralph Breakstone, Secretary-Treasurer, 783 Beck St., New York. 


BROOKLYN DERMATOLOGICAL SOCIETY 


E. Almore Gauvain, President, 47 Halsey St., Brooklyn. 
A. M. Persky, Secretary, 1750 Ocean Pkwy., Brooklyn. 


MANHATTAN DERMATOLOGICAL SOCIETY 


David L. Satenstein, Chairman, 57 W. 57th St., New York. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 


New York ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 

John Frank Fraser, Chairman, 100 W. 59th St., New York. 

Max Scheer, Secretary, 3 E. 53d St., New York. 


New YorK DERMATOLOGICAL SOCIETY 


Paul E. Bechet, President, 30 E. 40th St., New York. 
J. Frank Fraser, Secretary, 100 W. 59th St., New York. 


MEDICAL SOCIETY OF THE STATE OF NEW YorK, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


Walter J. Highman, Chairman, 853 7th Ave., New York. 
Albert R. McFarland, Secretary, 348 University Ave., Rochester. 


SOcIETY 


CINCINNATI DERMATOLOGICAL 


James Miller, President, Berkshire Bldg., Cincinnati. 
R. R. Du Casse, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 


Clyde L. Cummer, President, 2417 Prospect Ave., Cleveland. 
Robert E. Barney, Secretary, Osborn Bldg., Cleveland. 
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OKLAHOMA DERMATOLOGICAL ASSOCIATION 


M. M. Roland, President, 117 N. Broadway, Oklahoma City. 
W. A. Showman, Secretary, 108 W. 6th St., Tulsa. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 


A. Strauss, President, 1601 Walnut St., Philadelphia. 
Carroll S. Wright, Secretary, 1402 Spruce St., Philadelphia. 


PITTSBURGH DERMATOLOGICAL SOCIETY 


Howard T. Phillips, Chairman, National Exchange Bank Bldg., Wheeling, W. Va. 
Louis Willard, Secretary, 328 Jenkins Bldg., Pittsburgh. 


MEDICAL SOCIETY OF THE STATE OF PENNSYLVANIA, SECTION 
ON DERMATOLOGY 


Lester Hollander, Chairman, Jenkins Arcade Bldg., Pittsburgh. 
Sigmund S. Greenbaum, Secretary, 1714 Pine St., Philadelphia. 
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Leukemia as a sequel in skin disease...... *320 
chronic lymphatic, in twin brothers...... 104 
lupus erythematosus with leukemic obser- 
vations; report of case.......... PA 


Leukoderma, gold sodium thiosul phate in. 
Leukoplakia and epithelioma. 114 
Leukosarcoma: See under Sarcoma 
Lichen nitidus and lichen wae, coexis- 
0.0 
obtusus and lichen corné, ‘dermatitis of 
scrofulosorum ......... 2-289, 583 ( ?), 891 
scrofulosorum, report of case ‘and treat- 
ment with sodium gold thiosulphate...*449 


and folliculitis decalvans......... 114 
and lichen nitidus, coexistence of........ 368 
buccal ; failure of spinal roentgen therapy 716 
following spinal roentgenization......... 717 


generalized, cured by radiation of axilla 
(peri-arterial sympathetic radiotherapy) 107 


lichenoid arsphenamine eruption?....... 753 

of legs and palms.. 
of mouth alone........ 


ss 
Lindsay, H. C. L.: Treatment of leuko- 
derma with gold sodium thiosulphate... *22 
Lingua Geographica: See Tongue 


Lip, lupus erythematosus of........ 88D 

Lipids: See Blood, fats 

Liver diseases ; various types of syphilis ; 
tests for hepatic function............. 881 


therapy in infections, in dermatitis and 
in intoxications with arsphenamine or 


miliaris disseminatus................ 715, 743 
miliaris disseminatus facei.............. 408 
miliary, sarcoid of 541 
réle of roentgen rays in pathogenesis of 
cancerous degeneration of............. 111 


or pityriasis rubra pilaris............... 403 e 
sclerosus et atrophicus................++ 381 a 
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syphilis resembling 

vulgaris 

vulgaris and carcinoma 

vulgaris and epithelioma 

vulgaris, carcinoma arising on 

vulgaris disseminatus 

vulgaris exulcerans 

vulgaris, gold compound in 

vulgaris serpiginosus 

vulgaris, x-ray carcinoma on, treated with 
Souttar’s steam cautery, with subse- 
quent involvement of lymphatic glands. . 

Lupus erythematosus (?) 143, 144, 

243, 263, 382, 397, 557, 579, 583, 910, 

acute, with rosealar eruption: tuberculous 
roseala 

and atrophic papulosquamous tuberculids. 

and lupus pernio 

and papulonecrotic tuberculids 

aurotherapy in 

case for diagnosis 

discoid, bismuth treatment of 

disseminatus 


disseminatus (subacute) 


extinct, epithelioma arising on 

gold and sodium thiosulphate in 882 

108, 256, 257, i 
738 


gold treatment of 
in child 
of lower lip 
recurring after gold therapy 
telangietic (?) 
with lesions of mucous membrane 
with leukemic observations; report of 
case 
Lymph Nodes, metastatic 
inguinal glands 
roentgen treatment in acute cervical lym- 
phadenitis 
tuberculous cervical adenitis............ : 
Lymphangitis, chronic 
recurrent 
Lymphoblastoma 
Lymphogranuloma: See also Granuloma 
case of probable reinfection or superinfec- 
tion in Nicolas-Favre disease 
generalized lymphogranulomatosis of skin ; 
report of a case in a negro 2 
Hodgkin's disease of skin 
inguinalis; presence of iliac gland inva- 
sion 518 
inoculability of Nicholas- Favre 
lymphogranulomatosis in children 
Nicholas-Favre disease with enlarged 
iliac glands 518 
treatment of Nicolas-Favre disease by 
intravenous injections of ammoniac cop- 
per sulphate 


melanoma 


McBride, W. L.: Toxic reactions produced 
by trinitrophenol 
McDermott, E. B.: Quantitative Kahn pro- 
cedure with standard and _ sensitized 
antigens 
Maduromycosis : See Mycetoma 
Magnesium sulphate in ulcers of leg 
Majocchi’s Disease: See Purpura annularis 
telangiectodes 
Malaria therapy in tabes dorsalis 
therapy, influence of, on Wassermann, 
Sachs-Georgi, Meinicke and Vernes 
reactions 
treatment of congenital syphilis in chil- 
dren 
treatment of general paresis 
Martenstein, H.: Experimental sporotrichosis 
cutaneous and intracardial inoculation ; 
a preliminary report * 
Mayers’ ointment chamber plaster 
Measles, disseminated tuberculosis verru- 
cosa cutis following 
Meinicke Reaction, influence of malaria 
therapy 
Meinicke “clarification’”’ reaction 
Melanocarcinoma 
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Melanocarcincma—Continued 


pigmented growths of rete 
and treatment 
Melanoderma, cutaneous 
scleroderma calcinosis and 368 
Melanoma, an almost achromic pedunculated 367 
metastatic, of inguinal glands 519 
Melanosis of Riehl, case of 
Meningitis, syphilitic 
tuberculous; association of atypical cu- 
taneous tuberculosis and tuberculids... 5 
Mercury, discoloration of skin due to 
massive weekly inunctions with 
metallic, in subcutaneous tissue 
persistent treatment with, in syphilis.... 
treatment for neurosyphilis 
Methylene blue-gentian violet 5 per cent in 
preoperative skin preparation 
Michael, J. C.: Dermatosis papulosa nigra.*629 
Unusual vascular nevus; report of case.. *36 
Microsporum audouini and staphylococcus 
aureus, effects of long wave roentgen 
rays on 5 
Milk, overheated and homogenized, in ecze- 
ma in infants 


atrophy 


contagiosum (extensive) 
Mongolian Spots: See Blue Spots 
Monilia of tongue with associated 
lesions (moniliated ?) 
— -Castellani cause erup- 
tion 
Montgomery, D. W.: 
itch 
Jean Louis Alibert, the clinician, 
1837 
Montgomery, H.: 
tosis 
Morphea: See Scleroderma 
Morvan’s Disease: See Syringomyelia 
Mouth, lichen planus of, alone 
Muir, K. B.: Tinea amiantacea 
Mycetoma, maduromycosis; report of case 
of infection with Aspergillus nidulans. .*642 
Mycosis: See also Actinomycosis; Blastomy- 
cosis; etc. 
autoinoculation dermatophytosis from toe. 
cultures of human volunteers 
cutaneous, use of gentian violet in crosio. 
interdigitalis saccharomycetica 
dermatophytosis 
dermatophytosis, autoinoculation from toe 
cultures of human volunteers......... 
epidermomycoses, study of 518 
fungoides.104, 265, 396, (?) 892, (?) 905, 915 
fungoides, contribution to researches of 
Bodin and Chevrel on etiology of 
fungoides in tumor stage 
syndromes of the skin 
vaccine therapy of mycotic infections.... 
Myopia, spasmodic, due to neoarsphenamine 717 


skin 


Superficial epithelioma- 


Nails, chronic onychia and paronychia in 
patient with tertiary syphilis 107 
dystrophy of é 581 
leukonychia striata 363 
psoriasis of 257, 585 
tinea of toe-nails a source of reinfection 
in tinea of feet 712 
Neoarsphenamine: See under Arsphenamine 
Nervous System, relations of capillary 
hemangiectatic nevus and nevus anemi- 
cus to 516 
Neurofibromatosis, Recklinghausen’ s disease 242 
Neuroma 547 
Neurosyphilis, arsphenamized serum therapy 
of cerebrospinal syphilis.............. 515 
previous treatments of patients who have 
developed 880 
tryparsamide and mercury in 529 
Nevus angiomatosus with atrophic zones 
without ulceration 
capillary hemangiectic and nevus anemi- 
cus, relations of, to nervous system.... 
= pigmented hairy and nonhairy 
nev 
pigmented, ‘of bluish type 
pigmentosus 
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vascular, unusual; report of case........ *36 

Nicolas-Favre Disease: See under Lympho- 

granuloma 

Nicolle-Darand’s antistreptobacillary vaccine 

Nippies, male, dermatitis of............... 263 

Nose, nodulo-ulcerative syphilis of......... 545 

OsiTuary: 

Thorndike, Townsend W., 1872-1929..... 102 


Odland, H.: Eruption on genitalia due to a 
fungus (monilia pinoyi-Castellani)....*335 


Onychia: See Nails 
Oriental Sores: See Leishmaniasis 
Osteochondritis, tuberculous, with tubercu- 
VOTTUCOSS 
Osterberg, A. E.: Absorption of sulphur 
compounds during sulphur baths...... *158 
Eczema solare in hematoporphyrinuria. 
Ouabain, effect of, on nitritoid crisis....... 719 
Oxygen treatment of carbuncle and furuncle 722 
Pack, G. T.: Tertiary syphilis of breast ; | 
Palms, bilateral keratoderma following 
hyperkeratosis of (arsenical?).......... 413 
hyperkeratosis with ainhum-like constric- 
keratoderma of soles and............... 889 
lichen planus of legs and............... 921 
Papillocarcinoma, basal cell, at limbus..... 878 
Papillomatosis, papillomatose papuleuse con- 
Paraffin not productive of cancer.......... 365 
Parakeratosis, cutaneous eruption of para- 


keratotic and eczematous type elicited 

by intradermic injection of a yeast sus- 

pension in patient with intertrigo and 
variegata 
Paralysis, diplegia facialis in early syphilis. *306 


facial, and syphilitic hydrarthrosis ; effect 
of ouabain on nitritoid crisis.......... 719 
General: See Paresis, General 
weeuee 120, (?) 126, 393, 416, 554, 555, 748 
and Grenz-ray 251 
poikiloderma beginning as........... 106 


Parathyroid hormone and increased calcium 
metabolism, effect of, on growth of 

Paresis, general, malaria therapy of....880, 884 

Paronychia and chronic onychia in patient 


Patterson, M. B.: Virulent anthrax bacillus | 

from case of malignant pustule........ 
Pelada: See Alopecia areata 
Pemphigus and Radaeli’s bacillus.......... 722 

386 
perforated duodenal ulcer in............ 881 
Pruriginosus: See Dermatitis Herpeti- 
formis 
Penis, gangrene of, cured by antigangrenous 

porum Of 521 
Pericarditis, hemorrhagic, sudden death 

from, following injection of neoars- 

Perifolliculitis: See Folliculitis 
Periostitis, 5 


Perléche, clinical and etiologic study of 100 - 
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Perspiration, insensible, in child treated 

with ultraviolet 
ae carbolized scapel and postoperative 

Phenolbarbital dermatitis................. 578 
Phenophthalein dermatitis................. 

126, 138, 578, 736, (?) 737, 745 
Photomicrographs, reproduction of........ 514 
Picric Acid: See Trinitrophenol 
Pigmentation, arsenical keratosis and...... 242 

of whole body (arsenical?)............. 412 
pigmented growths of skin.............. 881 
Pilocarpine, comparative action of acetyl- 

chloline and, in scleroderma.......... 107 

ionization, investigation of sweat function 

in leprous lesions by utilization of..... 367 
Pityriasis lichenoid chronicus............. 404 

lichenoides chronica (Juliusberg)........ 120 

242, 373, 411, (?) 415, 576, 903 

rubra pilaris or lichen planus........... 403 


Plunkett, O. A.: Monilia of tongue with as- 
sociated skin lesions (moniliatid?)....*811 
Poikiloderma atrophicans vasculare (?) 142, 540 
beginning as parapsoriasis.............. 106 
(Petges-Jacobi) elementary lesion of: 
715 
Potassium-calcium ratio, correlation of, in 
serum and in skin of rabbits with irri- 


sulphocyanate, exfoliative dermatitis due 
712 
Pregnancy, antisyphilitic treatment of preg- 
111 
prurigo in, intravenous injections of bro- 
syphilis among pregnant negroes, inci- 
Prurigo in pregnancy, intravenous injections 
Pruritus ani and anal fissure............. 365 
ani, incidence of etiologic factors in..... 721 
arthropathica, universal, beginning as 
chronic exfoliative dermatitis.......... 108 
etiology studied by vaccines............. 720 
741 
on a scar, delayed development of....... 716 
secondary to exfoliative dermatitis....... 261 


Puestow, K. L.: Maduremycosis; report of 
infection with Aspergillus nidulans... .*642 

annularis telangiectodes, discoid telangiec- 

tatic and non purpuric type of Majoc- 


thrombopenic, after arsphenamine injec- 
Pyodermia, chronic form of............... 233 
Radaeli’s bacillus and pemphigus.......... 722 


following treatment for hypertrichosis.... 729 
Radiotherapy: See also Roentgenotherapy 

peri-arterial sympathetic................ 107 
Radium treatment of cutaneous angiomas... 884 
Rauschkolb, J. E.: Massive weekly inunc- 


acro-asphyxia and erythema induratum... 245 


comparative action of pilocarpine and 
acetylcholine in 2 cases of scleroderma, 
1 associated with 
dystrophia unguium associated with...... 240 
peripheral mechanism involved in spas- 
modic arrest of circulation in fingers... 883 
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Recklinghausen’s Disease: See Neurofi- 
bromatosis 
Rhabdomyoma of eyelid........... . 878 
Rheumatism and erythema elevatum 
*593 
Rhinoscleroma, diagnosis ‘and ‘treatment of.. . 518 
in Central America................+... 236 


Rhus poisoning, untoward reactions foliow- 
ing toxin treatment for dermatitis 


Riddell, W. R.: Sebastian Brant: de pestil- 


entiall scorra sive impetigine anni XCVI 


of foot, incidence among college students. 304 


of scalp, thymol and cinnamon oil in...*797 


Roentgen Rays, bacterial action of......... 362 

: e of, in pathogenesis of cancerous 
degeneration of lll 

study of elimination of bismuth prepara- 

Roentgenotherapy for acute cervical lympha- 
spinal, failure of, in buccal lichen planus 718 
spinal, lichen planus 717 
Ronchese, F.: Primary actinomycosis of — *1 
Rosen, I.: Cholesterol studies in syphilis. . 975 
Lecithin studies in syphilis............. *171 


Roseola tuberculous: disseminated acute 
a erythematosus with roseolar erup- 
t 


Rubenstein, M. W.: Absorption of sulphur 
compounds during sulphur baths....... *15, 

Rule, A. M.: Spirocheticidal activity of 
human syphilitic serum and immuno- 
logic significance of Wassermann reac- 


Sachs-Georgi Reaction, influence of malaria 
Sap of trees, eruptive. triad caused by.. 105 
Boeck, and erythema 241 
Boeck, in megro......... 515 
Boeck (miliary 541 
(Boeck type)....... 895 
(case for diagnosis) . 912 
sclerodermiform tuberculous (Gougerot- 
Denecheau) new case of............. 715 
syphilitic, of subcutaneous type.......... 407 
Sarcoma, idiopathic multiple hemorrhagic.. 748 
580 
Kaposi’s, angiofibroma suggesting. 
Kaposi’s, hemorrhagic. 406 


Kaposi’s idiopathic, is not a genuine 
sarcoma but a neurovascular dysgenesis 231 


Saylor, M. A.: Sugar’ metabolism in acne 
Scabies, controversy over the itch mite a *167 


Scalp, pigmented basal cell epithelioma of.. 717 
ringworm of, thymol and cinnamon oil in.*797 
Scars: See Cicatrix 
Schamberg, J. F.: Bismuth and neoarsphe- 
namine in syphilis and plea for more 
conservative dosage of arsenobenzene...*431 


Schamberg’s 
Scheer, M.: Dermatitis venenata due to 
ephedrine *641 
Schmidt, F. R.: Lupus erythematosus with 
leukemic observations. *217 
Schreiber, N. E.: Massive weekly inunc- 
tions with *176 


Sclerema: See Scleroderma 
Scleroderma............240, 247, 579, 


calclum metabolism in..... ones 


comparative action of pilocarpine and 
acetylcholine in 2 cases; 1 asso- 


ciated with Raynaud’s disease......... 107 
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melanoderma and calcinosis, cutaneous 
atrophy 


morphea .. coves 116 
morphea with tuberculous ‘histology, clini- 
of generalized progressive 399 
sclerema 108 
sodium thiosulphate in.............. 
Sclerosis, primary, - 112 
Seale, E. R.: Dermatosis papulosa nigra.. "#629 
Sebaceous Glands, hyperplasia of..... 640 
subcutaneous division of, in acne vul- 
B86 
Seborrhea, bacterial etiology *358 


“pseudo-Teigne amiantacee” of Alibert.. 524 
Sheard, C.: Eczema solare in case of hema- 


Sheplar, A. E.: Virulent anthrax "bacillus 
from a malignant pustule in man......*323 


Silver Preparations, Toxicity of : See Argyria 

Sinusitis, frontal, with alopecia areata..... 231 

Skeer, J.: Lichen scrofulosorum; report of 
case and treatment with sodium gold 


Skin, action of agents in skin 
chronic dermatosis with degeneration of 
the collagen; report of case....... occ 9201 
diphtheria of, as cause of an outbreak... 365 
discoloration due to mercury....... 


Disease: See also Dermatitis; Eczema; 
Lichen Planus, etc. 
diseases, alkalosis in.............. ery 
diseases caused by Brucella abortus..... 371 
diseases during pregnancy as indication 
for therapeutic abortion............... 238 
diseases, hyperglycemia in.............. 108 
diseases, statistics of ten most common 
skin diseases based on an drcoepton of 


973,090 published cases. 
glands tans so. 
leukemia as a sequel ‘in dermatosis...... *320 
leukemia of...... 242, 266 


tuberculosis..............+..248, (?) 401, 559 
tuberculosis, association of atypical cu- 
taneous tuberculosis and tuberculids; 
death from tuberculous meningitis.... 519 
tuberculosis, atrophic papulosquamous, 
tuberculids and lupus . 719 
tuberculosis cutis orificialis.......... . 544 
tuberculosis cutis orifacialis syphilis..... 543 
tuberculosis, dietetic treatment cake 722 
tuberculosis, erythema nodosum in pri- 
tuberculosis, gold compound in “tuberculid 736 
tuberculosis, gold salts in..............+. 714 
tuberculosis (papulonecrotic tuberculids) . 
246, 264, 419, 579, 583, 741 
. tuberculosis, primary, clinical aspects and 
pathologic conditions in........... - 885 
tuberculosis (resembling lupus erythema- 
tosus [Leloir] and miliary lupus)..... 387 
tuberculosis, superinfections of....... eee 335 
tuberculosis verrucosa.......... 124, (?) 375 
tuberculosis verrucosa = tuberculous 
718 
tuberculosis verrucosa, disseminated, 
American Dermatological ‘Associa- 51s 
Canadian, directory. of. wae 
German Dermatologic Society pnekeugeebn 101 
local, directory of 145, 270, "23, 587, 760, 926 
e145, 270, 423, 587, 760, 926 
Nordisk Dermatologisk Forening. 


Society TRANSACTIONS: 


Brooklyn Dermatological Society........ 
éusenvaneda 113, 118, 746, 911, 415 
Chicago “Dermatological Society. .118, 534, 749 
Chicago Dermatological Society Entertain- 
ing the Dermatological Conference of 
373 
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Cleveland Dermatological Society 139, 418, 579 
Detroit Dermatological Society.......... 239 
Manhattan Dermatological Society...725, 914 
Minnesota Dermatological Society....... 403 
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carcinoma on a pera syphilitic ulcer.. 899 
cholesterol studies in........... *75 
.140, 143, 561, 736 
congenital, early diagnosis 


New England Dermatological Society..... 899 congenital, flat tongue in............... 237 
New York Academy of Medicine, Section congenital, malaria treatment of, in 
of Dermatology and Syphilis.......... children ........ 
124, 250, 737, 887 congenital, significance “of ‘tubercle of 
New York Dermatological Society. .-394, 563 Carabelli 
Philadelphia Dermatological Society...... congenital, eruption in.. 
131, 243, 549 corns on heel due to.. se 


St. Louis Dermatological Society .138, 263, 556 
San Francisco Dermatological Society. soo 
Sodium hyposulphite, suppression of venous 
induration by addition of, to Gram’s 
salicylate injections for varicose ulcer... 743 
Thiosulphate: See Thiosulphate 
Sollmann, T.: Massive ead inunctions 
With 
Spirochaeta Pallida, activity “of human 
syphilitic serum and immunologic signi- 
ficance of Wassermann reaction..... *90 
histologic demonstration of, in organs of 
mice infected with syphilis. 
toxin production 
Splenitis, secondary syphilitic............. 718 


death following use of ‘sulpharsphenamine 882 
de pestilentiali scorra sive impetigine anni 
developing during course “of “neoarsphena- 
early, diplegia facialis in...............%307 
early, splenomegaly in........... 
—- that there is no active immunity os 
facial paralysis. and syphilitic hydrarthro- 
sis; effect of ouabain on nitritoid crisis 719 
fever induced by bacterial proteins 
headaches due to.......... 
Hinton test in serum diagnosis ee 
histologic demonstration of spirochaeta 


Splenomegaly in early syphilis............ 368 pallida in organs of mice with.. 532 

4 in; infection, anatomic and clinical. ‘studies 
latent, acute exacerbation of, in “children 238 


Sporotrichosis, experimental, cutaneous and 
intracardial inoculation...............*441 
localized, lymphangitic type...........-. 384 
Sporothrix infection of lid................ 878 

Staphylococci aureus and microsporum 

audouini, effects of long wave roentgen 


lecithin studies 
5 
new reaction (Meinicke “clarification” 
nodulo-ulcerative, 


529 of liver; tests for hepatic function....... 881 
Stomach secretion in psoriasis, * eczema and of stomach, clinical aspects of.......... 886 
dermatitis herpetiformis............... 4 orchitis due Gan 
syphilis of, clinical aspects of....... persistent mercurial treatment 
Stomatitis, ulcerative, and lichenoid erup- precocious malignant, with gangrene of 


tion produced by gold salt...... 
Strauss, M. J.: Diplegia facialis in early 
Strickler, A.: ouee metabolism in acne 
vulgaris 
Sugar metabolism in acne "vulgaris. 
Sulpharsphenamine: See under Arsphenamine 
Sulphur compounds, absorption of, during 
sulphur baths..... 
Sulzberger, M. B.: ““Autoinoculation derma- 
tophytosis from toe ee of human 


*875 


Hypersensitiveness to" arsphenamine in 
guinea-pigs; prevention and desensiti- 


Sunlight therapy, psoriasis from.. cslhecent 716 


Sweat and Sweat glands, adenoma of coil 


bactericidal properties “of human sweat. .*665 


investigation of, in leprous lesions by 


rrr 
resembling lichen planus............... 898 
sarcoid of subcutaneous type............ 407 
secondary syphilitic splenitis............ 718 
serologic variations in patients with 

serology of, in certain icteric states..... 519 
spirocheticidal activity of human syphilitic 

serum and immunologic significance of 

Wassermann reaction........ *90 
chronic and paronychia 
tertiary, of breast, *806 
treatment of Wassermann- fast ‘syphilitic 

patients with thermotherapy.......... 
tryparsamide and mercury in neuro- 

tuberculosis cutis orifacialis syphilis. ence O68 
untreated active secondary, with negative 


utilization of pilocarpine ionization.... 367 Wassermann reaction................. 718 
vulgaris resistant to therapy. with an irreducible Wassermann ‘reaction : ; 
Syphilid, extensive secondary........ 369 
Tate ..ccccccccecesccess 919 without chancre, after blood transfusion. 237 
Plantar Syphilology, index literature. . 
psoriasiform tertiary. ... Sou, 765, 931 
Syphilis: See also Neurosyphilis Syringomyelia (Morvan’s disease).......... 893 : 
abortive treatment of............ B84 
active, resistant to treatment............ 718 | Tabes dorsalis, pireto and malariotherapy in 525 = 
among state prisoners........ 103  Tannic acid in hemorrhage of scalp wounds 
and anemia in early childhood. 237 721 
and pregnancy, antisyphilitic treatment in 111 Tar cancer, summary of eee with, 
and pregnant negro women, incidence of 880 and with cancer in scars. ctasenn ee 
and trauma; interstitial keratitis follow- workers, skin lesions among......... 364 
ing trauma............ 878 Teeth, tubercle of Carabelli; its significance 
arsenic-resistant conjugal . 520 in congenital syphilis..... *221 
bile antigen flocculation reactions. for.. .. 525  Teigne dmiantacee of Alibert.............. 524 
bismuth and neoarsphenamine in ; plea for Telangiectasis, hereditary hemorrhagic, with 
more conservative — of arseno- note on age incidence of skin lesions.. 104 
bismuth arsphenamine “sulphonate tor patches with central atrophy. 520 
intramuscular use in.............- ..-. 883 Tellurium treatment of leprosy............ 236 
549 Templeton, H. J.: Untoward reactions fol- 
carcinoma and tuberculosis “of tongue in 747 lowing toxin treatment for dermatitis 
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Thallium acetate, biologic action of 524 
acetate epilation in tinea capitis 
acetate, epileptiform psychosis after 
deaths from 
medication in tinea capitis and other der- 
matoses requiring epilation 
Thermotherapy in Wassermann-fast patients 
Thiosulphates: See also Gold and Gold 
Compounds 
sodium thiosulphate in scleroderma 
Thorium ulcers 
Thymol and cinnamon oil in ringworm of 
scalp *79 


of toe-nails a source of reinfection in 
tinea of feet 

profunda (?) 

Tongue, cancer 

carcinoma of, in syphilis 

flat, in congenital syphilis 

geographic 

glossitis or lingua geographica 

gumma of, with carcinomatous degenera- 
tion 


testa for diagnosis (hematoma?) 
monilia of, with associated skin lesions 
(moniliatid ? ) 
tuberculosis and carcinoma of, in syphilis 747 
verruca of mesial portion of dorsum of.. 233 
Trauma, interstitial keratitis after; relation 
of trauma to syphilis 
Trichinosis, case for diagnosis 
Trichophytosis barbae, new preparation of 
iodine (iodisan) in 
experimental investigations on allergy and 
immunity in trichophyton infections... 523 
Trichotillomania 585 
Trinitrophenol, toxic reactions produced by.*698 
Trysparsamide in neurosyphilis 529 
Tuberculids: See Skin, tuberculosis 
Tuberculin, skin reaction to, and intradermal 
reaction to hemostyl 
Tuberculosis and carcinoma of tongue in 
syphilis 
cutis: See Skin, tuberculosis 
orificialis 
suggested tuberculosis origin of granuloma 
annulare 


Tularemia in Minnesota 
Tumors: See also Cancer; 
Sarcoma ; etc. 
carbohydrate metabolism of 
formation following freezing with carbon 
dioxide snow 
malignant, radium treatment of......... § 
multiple benign growths 
Turkish Baths and molluscum contagiosum 


Epithelioma ; 


Uleers, chronic, of leg. 
crural, following fracture of leg 
familial, perforating, of foot 
malignant, arsenical keratoses or derma- 
titis herpetiformis? 
of leg, magnesium sulphate in 
thorium 
varicose, ambulatory treatment of 
varicose, sodium salicylate injections in.. 
varicose, venous sclerosis and Unna’s zinc 
bandage for 
vulvae acutum 
Ultraviolet Rays, insensible perspiration in 
child treated with 
Unna’s zinc bandage in varicose ulcers.... 
Urine, auto-ourotherapy, new method of deé- 
sensitization in cure of eczema 
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Urticaria, ergotamine tartrate in 
insulin, desensitization in. 
pigmentosa 
pigmentosa in 


Vaccine, 
lary 
of Vandremer for granuloma annulare... 
therapy of mycotic infections; Claso-vac- 
cine and toxin filtrate 521 
Vandremer’s vaccine for granuloma annulare 369 
Varicella: See Chickenpox 
Varicose ulcer, magnesium sulphate in..... 530 
ulcer, sodium salicylate injections in.... 743 
ulcers, treatment with venous sclerosis 
and Unna’s zinc bandage 
ee after treatment in injection therapy 


Nicolle-Durand’s antistreptobacil- 


veins, injection treatment for 52: 

veins, injection versus operative treatment 528 

veins, sclerosing treatment by chemical 
irritants 


Verruca? (case for diagnosis) 
of mesial portion of dorsum of tongue... 
planae and eczema seborrheicum 
planae juvenilis (?) 
Vitiligo and lichen planus annularis 
Vulva, kraurosis of 


Walzer, A.: Urticaria; wheal formation on 
abnormal skins *277 
Warts: See Verruca 
Wassermann Reaction and syphilis 
influence of malaria therapy on 107 
irreducible, syphilis with; how should it 
be treated? 3 
negative, in untreated active syphilis.... 718 
spirocheticidal activity of human syphilitic 
serum and immunologic significance of. *90 
Wassermann-fast syphilis 
Wassermann-fast syphilitic patients, febrile 
body temperatures in treatment of 
Weidman, F. D.: Erythema elevatum diuti- 
num; réle of streptococci and relation- 
ship to other rheumatic dermatoses... .* 
Weinberg antigangrenous serum 
White, C.: Autoinoculation dermatophytosis 
from toe cultures of human volunteers ; 
clinical, laboratory, experimental and 
therapeutic studies in superficial mycotic 
dermatitis 
White, G. F.: Dermatitis caused by larvae 
of ancylostoma caninum *191 
Wile, U. J.: Lipid studies in xanthoma .. 
Willan, Robert, Portraits of 
Williams, G. A.: Vincent’s angina occurring, 
during antisyphilitic treatment 
Wise, F.: Carotinemia associated with dia- 
Wood’s Light: See Fluorescence 
Wounds, x-ray treatment of 


Xanthelasma, hydrocystoma 
Xanthoma ......... eee 
diabeticorum 
tuberosum multiplex..... 
Xeroderma pigmentosum 
pigmentosum, melanogenesis 
X-Rays: See Roentgen Rays 


Yaws: See Frambesia 
Yeast and irradiated ergosterol in acrodynia 515 
biologic and immunologic studies in vari- 
ous dermatoses 7 
cutaneous eruption of parakeratotic and 
eczematous type elicited by injection of. 367 
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